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Coronary Occlusion Followed by Pregnancy 


A Review of the Literature and 
Report of Two Cases* 


@ Whether coronary occlusion precedes or occurs during pregnancy, 
the situation is a serious one, but recovery and normal delivery are to 


be expected. 


YOCARDIAL infarction is rare among 

"£ women of the child-bearing age. Out 

of 1,045 cardiac deaths occurring in the 
Charity Hospital at New Orleans, from 
1935 through 1940,' only four were due 
to coronary occlusion in women below the 
age of forty. Their ages were 30, 35, 35 
and 37. In Lee and Thomas’? study of 
599 autopsied cases of acute myocardial 
infarction, there were 164 females with 
only 5 below the age of 40. There were 20 
in the fourth decade of life. Keil and 
McFay * reviewed the records of 519 cases 
of myocardial infarction. Of the 178 fe- 
males, only 1 had her occlusion below the 
age of 40. Master, Dack and Jaffe* re- 
viewed 500 cases of coronary occlusion. 


* Presented at the Seventy-ninth Annual Meet- 
ing of the Louisiana State Medical Society, May 
6, 1959, in New Orleans. 

From the Medical & Obstetrical Department 
of T. E. Schumpert Memorial Sanitarium, 
Shreveport, La. 
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There were only 6 between the ages of 27 
and 39 years out of the 113 females in the 
group. 

James et al* reviewed case reports of 
146 women with myocardial infarction. 
Three of the 11 that had infarcts prior to 
menopause died. There were only 5 in this 
group below the age of forty. Recently 
James and Brown ® studied 2,843 patients 
with coronary occlusions and found 43 
below the age of 35 years. Of this group, 
4 were females, ages 28, 31, 33 and 34 
years. 

Even though it is extremely rare, coro- 
nary occlusion followed by recovery may 
occur before menopause in the female. 
Therefore, the possibility of future preg- 
nancies in these patients must be con- 
sidered. 

We have attempted to review the liter- 
ature on cases of coronary occlusion oc- 
curring during pregnancy and also those 
in which coronary occlusion was followed 
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by pregnancy. In this report we have used 
only those who had electrocardiographic 
or autopsy evidence of an occlusion. 


Coronary Occlusion Occurring During 
Pregnancy 

The first reported case is that of Katz‘ 
in 1922. This was a 33 year old multipara 
who was treated for heart disease for the 
last five months of her pregnancy. She 
died of cardiac arrest during labor. Au- 
topsy revealed atherosclerosis of the coro- 
nary vessels with areas of whitish swell- 
ing in a dilated left ventricle. Reiss and 
Frankenthal * reported a 45 years old gr. 
VI para V who had chronic myocardosis, 
arteriosclerosis, and a hypertension of 
210/140. She was hospitalized at the four- 
teenth week of her pregnancy for abortion 
and sterilization but refused the proced- 
ure. At the thirty-fourth week she devel- 
oped a coronary occlusion while she was 
in bed for treatment of heart failure. She 
delivered with the aid of forceps forty 
hours later, at which time she had another 
occlusion. She survived. White et al,® in 
1937, reported a 22 year old Jewish wom- 
an who had a lateral infarction during the 
second month of pregnancy. She delivered 
successfully with episiotomy and low for- 
ceps at term. 

Jensen '® cited the case of Singleton. 
This was a 39 year old para III, gr. V who 
had an anterior myocardial infarction at 
the beginning of the third trimester of 
pregnancy. She recovered and went into 
normal labor at term ten weeks later. The 
anesthetic was ether in oil rectally. The 
puerperium was uneventful. 

Hamilton and Thomason '! reported a 
42 year old patient with mild hypertension 
and angina pectoris, an enlarged heart, 
gallop rhythm and electrocardiographic 
evidence of coronary disease. She sur- 
vived a normal delivery. They also re- 
ported a 28 year old nurse who had severe 
angina and electrocardiographic evidence 
of an occlusion. The blood pressure was 
220/130. The patient developed cardiac 
failure and hemiplegia at the fourth week 
of her pregnancy and died. 


Goldberger and Porkeress '* cite the 


case of a 37 year old female who had rheu- 
matic heart disease, right and left ven- 
tricular failure, and anterior myocardial 
infarction. She delivered a 714 month live 
baby at term and was discharged on the 
seventh postpartal day. 

Mendelson '* studied 2310 cardiac pa- 
tients out of 64,992 patients in the New 
York Lying-In Hospital between 1932 and 
1950. He reported a 42 year old white 
patient para I, gr. II who had a blood pres- 
sure of 210/120. She had a posterior oc- 
clusion during the fifth month of her 
pregnancy, was on Dicumarol for two 
months and had a Cesarean section the 
thirty-ninth week of her pregnancy. The 
convalescence was uneventful. 

He also reported a hypertensive 42 year 
old para VII, gr. XIII who developed severe 
dyspnea and a cough without chest pain 
in the thirtieth week of her pregnancy. 
She was admitted in cardiac failure and 
had an elevated temperature, white count, 
and sedimentation rate. The electrocar- 
diogram revealed depressed RS T seg- 
ments and inverted and coved T waves 
in leads 1, 2 and C Fs. These abnormali- 
ties were felt to be due to digitalis, but, 
in view of the patient’s course, were com- 
patible with coronary insufficiency. The 
patient did not respond to diuretics, oxy- 
gen, and digitalis, and died undelivered 
two days later. No autopsy was obtained. 

Fitzgerald et al '* had one patient with 
coronary sclerosis out of 1030 pregnant 
patients referred for cardiac evaluation, 
1936-1947. She survived delivery. There 
were no further details. 

Brock, Russell and Randall reported 
a 34 year old mild diabetic who had an 
anterior occlusion during the second 
month of pregnancy. For two days prior 
to this occlusion she had substernal pain 
radiating to the left elbow. She was placed 
in bed for six weeks and given Dicumarol. 
With the aid of saddle block anesthesia 
she delivered normally at term. 

Levine '* cites the case of a 22 year old 
patient who had coronary thrombosis and 
myocardial infarction during the early 
months of her pregnancy. She had no 
previous angina and none after the coro- 
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nary attack. Recovery was uncomplicated, 
delivery was normal. 

Stewart '’ states that he has seen two 
patients with myocardial infarction in 
pregnancy. One was a hypertensive who 
suffered an anterior apical myocardial in- 
farction in the thirty-second week of her 
pregnancy. She developed rapid and se- 
vere pulmonary edema and died within a 
few hours in spite of rapid digitalization, 
oxygen, and other specific measures. His 
second patient, a 42 year old female, who 
had been hypertensive for twelve years 
and had a posterior myocardial infarction 
at the nineteenth week of her pregnancy. 
She was placed on Dicumarol and re- 
mained in bed five and one-half weeks 
after which she was ambulatory about the 
hospital until delivery. Dicumarol was 
continued for a total of nine and one-half 
weeks. Since her previous pregnancy two 
years earlier was terminated by Cesarean 
section because of hypertension, a repeat 
section was done at term, using local, pen- 
tothal, and gas-oxygen ether anesthesia. 
The course before and after section was 
without incident. 


Gordon '* reviewed the death certificates 
of 176 maternal deaths in New York City, 
1927-51. He reported that 7 died at home 
unattended during the last trimester. All 
of these were considered acute coronary 
occlusions by their physicians, but only 2 
were diagnosed at autopsy and 1 had elec- 
trocardiographic proof of coronary dis- 
ease. No further clinical reports are avail- 
able. 

Antonius et al '® reported a 36 year old 
white patient who in the seventh month 
of her pregnancy developed an anterior 
wall infarction. She developed basal rales 
and was given diuretics. She went into 
premature labor and delivered a 2 lb. 14 
0z, male that night. The postpartal course 
was satisfactory except for a precordial 
friction rub which lasted six days. One 
year later she had another normal] delivery 
without complications. 

Seigler, Hoffman and Bloom *° reported 
a 38 year old white, mild diabetic patient 
who had a myocardial infarction during 
the sixth week of her pregnancy. She had 
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a still birth at the thirty-sixth week and 
developed thrombophlebitis postpartally. 

Fossell and Brunila*' reported a 38 
year old hypertensive patient who devel- 
oped an anterior myocardial infarction 
during pregnancy. Anticoagulants were 
used. She was sectioned two weeks before 
term. They also reported a 44 year old 
patient who in the fourth month of her 
pregnancy developed an anterior myocar- 
dial infarction. She developed pulmonary 
edema and responded to treatment. A 
macerated fetus was delivered three weeks 
later. She was discharged on the fifth 
postpartal day. 

From the above reports, we find 22 
cases of proven coronary occlusion occur- 
ring during pregnancy. The ages vary 
from 22 to 44 with an average age of 37. 
There were 8 hypertensives and 2 dia- 
betics in the group. Of the 15 who sur- 
vived, 2 had premature spontaneous abor- 
tions, 2 had still births at term, 3 were 
sectioned at term, and 8 delivered normal- 
ly. Of the 7 that died, 3 were obtained 
from death certificates and lack clinical 
detail. One case died at delivery and also 
lacks adequate clinical data. Two of the 
deaths were associated with severe hyper- 
tension and congestive heart failure with 
the occlusion occurring in the thirtieth 
and thirty-second weeks of of their preg- 
nancy. The added circulatory load of preg- 
nancy at this time undoubtedly contrib- 
uted to the heart failure. The last patient 
died of a hypertensive cerebral vascular 
accident and heart failure during the 
fourth week of her pregnancy. The cir- 
culatory load of her pregnancy was negli- 
gible at this time. 


Coronary Occlusion Followed by 
Pregnancy 

Burwell and Metcalf ** mentioned a 41 
year old female with a weight of 220 lbs. 
who had a myocardial infarction two 
years and another one year prior to her 
pregnancy. The electrocardiogram re- 
vealed an old posterior infarct. She had 
severe angina pectoris with occasional 
paroxysmal nocturnal dyspnea. She sur- 
vived an interruption of pregnancy at the 
end of four months. 
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Horwitz et al,?* had a 35 year old pa- 
tient with a blood pressure of 130/70 who 
developed an anterior myocardial infarc- 
tion, had an uncomplicated recovery and 
became pregnant ten months later. Her 
course during pregnancy was completely 
normal and a section was done at term. 
A roentgenogram and electrocardiogram 
were completely normal after her preg- 
nancy. 

Mendelson '* reported a 35 year old 
Negro para II, gr. V, who had a coronary 
occlusion four days after a right sided 
thoraco-lumbar sympathectomy for hyper- 
tension. She recovered and one month 
later the left thoraco-lumbar sympathec- 
tomy was performed. An electrocardio- 
gram revealed deep inversion of T in Vs. 
Three years later she became pregnant. 
The blood pressure was 110/70. She had 
a normal electrocardiogram. At twenty- 
two weeks a pelvic examination showed 
the cervix dilated and the membranes 
were bulging. These were ruptured and 
a 550 gm. fetus was delivered. One year 
later the blood pressure was 150/100, and 
two years later it was 170/100. She had 
angina and headaches at this time. 

Mendelson also reports the case of 
Leff. This was a 27 year old primipara 
with a blood pressure of 120/80. She be- 
came pregnant six months after a coro- 
nary occlusion and survived a forceps de- 
livery at term. 

Klein, Fischl and Shey ** presented a 
patient who had an acute coronary oc- 
clusion, was placed on Dicumarol and 
showed progressive clearing of the infarct 
during the next two years. She became 
pregnant twenty-nine months after the 
infarction and delivered normally at term, 
with pudendal block anesthesia. The elec- 
trocardiogram three weeks postpartal re- 
vealed an old healed anterior infarction. 

Lyons and Lyons * reported a 35 year 
old patient who had an anterior occlusion, 
was married a year later, subsequently 
became pregnant and delivered success- 
fully. 

The 36 year old patient of Antonius ™ 
was that cited above, who had an occlusion 
during the seventh month of pregnancy 


and delivered a 2 lb. 14 oz. fetus that 
night. She had a normal delivery without 
complications one year later. 


In 1951, Lauback and Stanisby ** re- 
viewed 65 obstetrical cardiac cases seen 
in their clinic in fifteen years. They re- 
ported 2 multiparous patients over forty 
with their first pregnancy since the onset 
of angina. Both had considerable cardiac 
enlargement and were functional Class 
No. 3 prior to pregnancy. The first had 
an old anterior infarction on electrocar- 
diogram. She developed heart failure in 
pregnancy but responded to treatment 
and was delivered at term with low for- 
ceps. She died of congestive heart failure 
one year later. The other patient had in- 
creasing angina during pregnancy and an 
abortion was done. She survived. Two 
years later she had the same functional 
capacity and cardiac findings as prior to 
pregnancy. 

There are nine cases in the literature 
of coronary occlusion in a female followed 
by pregnancy. The ages vary from 27 to 
41 with an average of 35 years. Only one 
was hypertensive and none were diabetic. 
Two had spontaneous abortions, 2 had in- 
terruption of pregnancy, 1 had a section 
at term and 4 delivered normally. All of 
these cases survived the pregnancy. 


Case Reports 

We wish to report two additional cases 
of coronary occlusion followed by a suc- 
cessful pregnancy. 

Case No. 1—A 39 year old white female, para 
1 gr V, was admitted to the T. E. Schumpert 
Memorial Sanitarium on January 28th, 1954, 
following an episode of extremely severe pre- 
cordial pain with radiation to the left arm and 
hand. There was no radiation to the jaw but it 
did extend to the right arm. Dyspnea was asso- 
ciated with the pain. Opiates and oxygen were 
used. An electrocardiogram revealed typical 
changes indicative of an acute posterior myo- 
cardial infarction. She had no complications, 
remained in the hospital two weeks and was dis- 
charged home on bed rest. There was no dia- 
betes. 

Six weeks later her electrocardiogram re- 
vealed a stable Q:; and T: pattern. She had oc- 
casional mild chest pain and numerous episodes 
of acute anxiety, none of which required hos- 
pitalization. Electrocardiograms taken at month- 
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ly intervals revealed essentially no change. 


On May 17th, 1954, she had missed a men- 
strual period and pregnancy was subsequently 
confirmed. She had a normal course until late 
December, 1954, when she developed dyspnea on 
exertion. The blood pressure was 138/100 and 
the pulse rate was 84 at this time. There were 
no rales in the lungs and no enlargement of the 
liver was noted. Modified bed rest and con- 
tinued salt restriction were advised. She was 
not clinically in heart failure. By this time the 
inverted T: had become flat but the Qs re- 
mained. 

She went into normal labor at term, received 
Demarol and scopalamine as premedication, and 
delivered very rapidly. Her postpartal course 
was satisfactory and she was discharged home 
in one week. There were no cardiovascular 
symptoms during labor or in the postpartal 
period. 

Subsequent electrocardiograms taken in 1955, 
1957, and 1959, revealed a Q: with a flat Ts. 
The most recent examination on April 9th, 1959, 
revealed a functionally normal cardiovascular 
system. She is doing all of her own housework 
and has no dyspnea, edema, or angina. She 
carries on a completely normal activity. 

This is a case which illustrates recovery 
from an acute posterior coronary occlu- 
sion followed by a normal pregnancy, 
labor, and puerperium within one year of 
her occlusion. She is now living a normal 
life five and one-half years later. 


Case No. 2—This 41 year old white female of 
Italian descent, gr. IX Para III, entered the 
T. E. Schumpert Memorial Sanitarium on Janu- 
ary 18th, 1957. She stated that she had had 
several attacks of substernal pain while she had 
been working around the house the previous 
week. The attacks occurred during mild exer- 
tion but disappeared very rapidly with rest. The 
morning of admission she had awakened with 
pain in the lower substernal region which radi- 
ated to the left shoulder. She attempted to walk 
to the bathroom and became extremely weak 
and passed out. She was seen at home by her 
physician who found her in mild shock and 
brought her into the hospital. Past history was 
irrelevant. Her father died of cerebral hemor- 
rhage at sixty-eight and her mother died follow- 
ing a spontaneous abortion at thirty-two. One 
brother died of cerebral hemorrhage at forty- 
two. 

Physical examination revealed a rather obese 
individual, appearing pale, and showing no evi- 
dent signs of dyspnea. Her pain had been re- 
lieved by opiates. The thyroid was not enlarged. 
Blood pressure was 120/80. Hemogram and 
urinalysis were normal. VDRL was nonreactive. 
The blood sugar was 97 mg%. 
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An electrocardiogram revealed inverted T 
waves in all the standard leads without ST 
shifts. (Figure 1) All of the precordial leads 
showed a marked T wave inversion. She was 
placed on absolute bed rest, given Peritrate with 
phenobarbital, and Paveril. A recheck electro- 
cardiogram, on January 23, 1957, showed in- 
verted T;, flat T2 and upright T;. The T waves 
were still inverted in AVL and from V2 to V¢. 
Inversion was not quite so marked as it had 
been on the electrocardiogram of January 19th, 
1957. The temperature became elevated on the 
second hospital day and remained up to about 
100 degrees for four hospital days. After this 
it returned to normal and remained there. Re- 
peated electrocardiograms on January 28th, 
1957, (Figure 2) revealed deep inversion of the 
precordial T waves, similar to the tracing that 
was taken on January 19th, 1957. On January 
31st, 1957, Tz, became upright but the precordial 
T waves were still deeply inverted. The patient 
had substernal pain even at rest for several days, 
She was allowed to go home on January 3\st, 
1957, with instructions to remain on modified 
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bed rest. Roentengram of the chest was com- 
pletely normal. 

One month later she was seen at the office, 
at which time she complained of pain in the 
chest, radiating down the left arm with slight 
exertion. It was relieved by nitroglycerine. She 
remained on Peritrate and phenobarbital. An 
electrocardiogram at this time revealed a Flat 
T in lead 1, upright T in leads 2 and 3 with an 
inverted T in AVR and AVL. There was also a 
deep inverted T in V2 and Vy with an upright 
in Vs. There was improvement in the electro- 
cardiogram compared to the one taken approxi- 
mately one month previously. Marked restric- 
tion of activity was continued for another month. 
A recheck electrocardiogram taken on April 1st, 
1957, revealed a low T in V4 and a definitely 
upright T in Vs. The T in V2 was diphasic. By 
this time she had no more angina on exertion 
and has not had any since that time. 

During the next few weeks the electrocardio- 
gram revealed gradual elevation of the precor- 
dial T waves until a completely normal tracing 
was obtained in September, 1957. 


The patient had her last menstrual period in 
April, 1957, and felt that she was starting meno- 
pause. However, examination revealed a preg- 
nancy. There was no edema of the legs or dy- 
spnea. The blood pressure was 130/80. The 
heart was normal in size and the electrocardio- 
gram was normal. 

By December 5th, 1957, she had gained ten 
pounds and there was wheezing at the bases and 
mild shortness of breath. Roentgenogram re- 
vealed the heart size to be within the upper 
limits of normal with bilateral hilar enlargement 
and increased pulmonary markings suggestive 
of passive vascular congestion. The electrocar- 
diogram was still unchanged. 

She was placed on digitalis and Diamox and 
put to bed for two weeks. By December 20th, 
1957, she was much improved. There were still 
a few rales in the lungs and mild shortness of 
breath with coughing on exertion. She con- 
tinued to take digitalis and Diamox. The elec- 
trocardiogram again showed no changes. She 
remained on absolute bed rest from December, 
5th, 1957, until she was hospitalized for delivery. 
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Blood pressure on January 3rd, 1958, was 110/ 
80. She had been given mercurial diuretics 
because rales were present at the bases of the 
lungs and because of continued tachycardia on 
exertion. She was symptom free on January 
16th, 1958, but remained in bed until she was 
hospitalized on January 31st, 1958. The blood 
count and urinalysis were normal. 

Uterine contractions started on February Ist, 
1958, and shortly after that the patient devel- 
oped profuse vaginal bleeding. A diagnosis of 
partial premature separation of the placenta was 
made and an emergency Cesarean section was 
performed using ether anesthesia. She received 
two pints of blood. A female infant was de- 
livered. There were no postoperative complica- 
tions except for a temperature of 100 degrees 
on the second day which returned to normal on 
the following day. The patient ambulated and 
returned home on February 8th, 1958, and was 
advised to rest for one month postpartally. 

She was again seen on December 28th, 1958, 
at which time her weight was 208 lbs. and her 
blood pressure was 140/80. The electrocardio- 
gram was completely normal. The blood sugar 
was 84 mg% and cholesterol was 200 mg%. 
She continued to take digitalis and Diamox for 
one month postpartally. 

When last examined on December 31st, 1958, 
the patient stated she was doing her own clean- 
ing, cooking, and housework around the planta- 
tion and was able to do a part of her yard work. 
There was no substernal pain, dyspnea, or cough. 

Physical examination revealed an obese indi- 
vidual, 5 feet 6 inches, weight 220 lbs. Blood 
pressure was 130/90. The thyroid was palpa- 
ble, but not tender. The heart was regular with 
a rate of 90. She had a 1 plus cystocele. The 
cervix was normal and the uterus was slightly 
enlarged. There was no edema of the legs. 

Blood sugar was 84 mg%, BUN 11.8 mg% 
and cholesterol was 179.9%. Urinalysis and 
hemogram were normal and an electrocardio- 
gram was within normal liimts. She has re- 
mained symptom free. 

This case illustrates findings of acute 
myocardial infarction with ischemia and 
angina pectoris which persisted for sev- 
eral months. Pregnancy occured five 
month after the onset of the initial symp- 
toms. She was asymptomatic until the 
seventh month when at the peak of the 
circulatory load, she developed mild con- 
gestive heart failure. This responded to 
digitalis, diuretics, and bed rest. She re- 
mained at bed rest during the last two 
months of her pregnancy. Cesarean sec- 
tion was done for the obstetrical indica- 


tion of premature placental separation. 
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In spite of the added burden of the sec- 
tion, this patient had no further cardiac 
symptoms. She is now living a normal life 
two and one-half years after her initial 
cardiac symptoms and one and one-half 
years after delivery. 


Management 


The management of the pregnant pa- 
tient who has indications of having suf- 
fered a previous coronary occlusion re- 
quires close cooperation between the ob- 
stetrician and the cardiologist. The pa- 
tient should have a careful cardiac evalu- 
ation and the functional capacity should 
be determined. After this is done, the 
problem should be thoroughly discussed 
with the patient. She should be reassured 
that even though the combination of preg- 
nancy following a coronary occlusion is 
unusual, the majority have a normal de- 
livery. Furthermore, she should be told 
that her heart will probably have the same 
functional capacity after delivery as it 
had before pregnancy. She should be ad- 
vised to get adequate rest and to avoid 
excessively fatiguing housework or other 
outside activities. A low sodium diet is 
required and a minimum of weight gain 
is allowed. By all means, the patient 
should be seen often and be given frequent 
reassurance. 


Congestive heart failure is the most 
common complication. If signs of rapid 
weight gain, excessive fatigue, progressive 
dyspnea, enlargement of the liver or rales 
in the bases develop, a diagnosis of early 
failure should be made. The patient should 
be placed on absolute bed rest and given 
diuretics, a salt free diet, and digitalis. 
This regime should be continued until 
compensation is complete or until delivery. 
Modified activity may be allowed with 
continuation of the medication when com- 
pensation occurs. 

A coronary occlusion occurring during 
pregnancy should be treated as any other 
occlusion, with oxygen, opiates, bed rest, 
and efforts to combat shock. Premature 
delivery or spontaneous abortion may de- 
velop because of the shock. Since the cir- 
culatory load is the greatest at the begin- 
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ning of the third trimester, congestive 
heart failure is most likely to occur if the 
occlusion occurs at this time. The failure 
should be treated with the routine meas- 
ures. The duration of bed rest will depend 
on the size of the infarct and the amount 
of the circulatory load of pregnancy. It 
should be remembered that a heart can 
recover from a coronary occlusion during 
pregnancy and enable the patient to go 
through a successful delivery without any 
permanent heart damage. 

Anticoagulants may be used if indi- 
cated. However, they should be used with 
caution. It has been shown that Dicu- 
marol affects the prothrombin level of 
the infant to a much greater extent than 
that of the mother *? and fatal hemorrhage 
may occur in the fetus.** Prothrombin 
levels should not exceed twice normal. 
Anticoagulants should be stopped before 
the expected date of delivery and vitamin 
Ki given to bring the prothrombin level 
to normal. 

A patient who has residual angina pec- 
toris after an occlusion should be given a 
month or two of absolute bed rest, with 
low salt intake, coronary dilators, and oral 
diuretics. Modified activity may be al- 
lowed when the angina disappears. 

Since most of the deaths are associated 
with hypertension, this complication 
should be treated with all available drugs. 

Interruption of pregnancy is not indi- 
cated. This is more traumatic than al- 
lowing the patient to go to term and de- 
liver normally. Cesarean section is not 
advised except for obstetrical indications. 
Since the blood volume becomes lower and 
the load on the heart is less the closer the 
patient is to term, labor should be allowed 
to proceed spontaneously. Adequate seda- 
tion and careful reassurance by the at- 
tending physician are essential. 

The second stage of labor should be 
shortened as much as possible with the 
aid of low forceps. 

The choice of anesthesia will depend 
upon the cardiovascular status of the pa- 
tient. Local or pudendal block is usually 
preferable. Continuous spinal anesthesia 
relieves the load on the heart by pooling 


blood in the legs and abdomen. Since 
shock may occur with this procedure it 
should be used with care. Ether may be 
used in some cases. Oxytoxics may be 
dangerous and should be used with ex- 
treme caution. Bed rest should be con- 
tinued for two to four weeks postpartally, 
depending on the functional capacity of 
the heart. If failure has occurred, digi- 
talis and diuretics should be continued 
until they are no longer needed. After 
compensation and adequate rest, the pa- 
tient’s progress should be followed just 
as closely as that of any other patient 
with a coronary occlusion. 


Summary 

The literature on coronary occlusion 
preceding or occurring during pregnancy 
is reviewed. 

Two additional cases of successfully 
completed pregnancy occurring several 
month after a coronary occlusion are pre- 
sented. 

It has been shown that the heart can 
recover from a myocardial infarction, en- 
able a patient to carry a subsequent preg- 
nancy to term, and have a normal func- 
tional capacity after delivery. 
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Discussion 


Dr. Homer J. Dupuy (New Orleans): Coro- 
nary heart disease occurring before, during, or 
immediately after pregnancy, though rare, im- 
poses a situation of concern to the obstetrician 
and the internist. Dr. Holoubek’s presentation 
of these two cases, his review of the literature 
and his discussion of the management are very 
reassuring notwithstanding the gravity of the 
situation. Dr. Holoubek has covered cases of 
coronary thrombosis occurring before and dur- 
ing pregnancy. In reviewing some of the liter- 
ature I found a case report I thought would be 
of interest while on the subject of coronary 
thrombosis of pregnancy. 


Vesicka and Lin in the American Journal of 
Obstetrics & Gynecology, April 1959, report a 
case of fatal coronary occlusion in a 21-year-old 
patient on the fourth postpartum day. They 
state that there are no reports in the literature 
as far as they know of documented coronary oc- 
clusion during the early postpartum period. This 
patient was not known to have had heart disease 
or arterial hypertension and had no symptoms 
relative to the cardiovascular system. She sud- 
denly collapsed on the fourth postpartum day, 
went into shock, and died within three minutes. 
An autopsy was done. Pathological diagnosis 
was arteriosclerosis with marked stenosis of de- 
scending branch of left coronary artery; recent 
subendocardial infarction of the left ventricular 
and interventricular septum. It is of interest 
that this patient was asymptomatic during the 
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period when the circulatory load was greatest. 

The question of anticoagulant therapy in preg- 
nancy presents a problem. Few cases in the lit- 
erature have been reported on this subject. The 
obstetricians recently have had much more ex- 
perience with these drugs as they are being used 
by them for phlebothrombosis during pregnancy. 
Blum and Barre point out that the use of anti- 
coagulants during pregnancy carries serious 
risks. They further point out that cases of fatal 
hemorrhages to fetus, placental hemorrhages, 
intrahepatic hemorrhage and other bleeding ten- 
dencies may occur. The obstetricians, however, 
use the anticoagulants usually for short periods 
averaging five to twenty days. One was reported 
as long as fifty-two days. 

Since the experience of the internists is so 
limited in the number of cases available for 
anticoagulation therapy evaluation during preg- 
nancy, we must lean on the experience of the 
obstetricians for their use of the drug in phlebo- 
thrombisis. Ullery summarized the cases in the 
literature of 1933 to 1953. Among 135 cases of 
phlebothrombosis during pregnancy in which no 
anticoagulant therapy was given there was 18 
pulmonary emboli with 15 deaths. Among 38 
patients who received anticoagulants no fatal 
embolism occurred, and no ill effects to mother, 
or to the fetus were noted from anticoagulants 
in the two groups. One objective in using anti- 
coagulant therapy in pregnant women with coro- 
nary thrombosis would be to prevent fatal pul- 
monary emboli. In 40 collected cases reported 
by Blum and Barre in which anticoagulants 
were used during pregnancy, the fetal loss as- 
sociated with Dicumarol occurred in 3 cases. 
Withholding anticoagulants, however, does not 
eliminate this danger in phlebothrombosis as one 
fetal death occurred as a complication of phlebo- 
thrombosis before anticoagulants were started. 

They pointed out their experience was far 
too meager to permit even tentative conclusions, 
yet their impression was that Heparin offered 
a safer means of control than Dicumarol. 

In view of the rarity of coronary thrombosis 
before or during pregnancy the advisability of 
anticoagulation therapy with its hazards, par- 
ticularly to the fetus, will depend on further 
observation on accumulated cases. 

In closing I would like to compliment Dr. 
Holoubek and his group on a most interesting 
paper, for only by such efforts as Dr. Holoubek’s 
group will our knowledge of this rare condition 
and its management be clarified. 


455 








Cesarean Total Hysterectomy 


@ In the presence of strong indications for removal of the uterus 
should hysterectomy be performed at the time of cesarean section? 
Are the complications of this procedure greater? Is there more dan- 


ger of neonatal mortality? 


ECENT reports '** indicate increasing 

interest in the desirability of per- 
formance of total hysterectomy at the 
time of cesarean section in indicated cases. 
Subtotal hysterectomy at cesarean sec- 
tion has been performed for a number of 
years and is generally accepted by ob- 
stetricians and gynecologists, but there 
are still some who question the validity of 
total hysterectomy at cesarean section. 
We believe that this operation, when per- 
formed under ‘he proper circumstances, 
deserves greater popularity than it now 
enjoys. 

Since January 1, 1946, whenever re- 
moval of the uterus was considered indi- 
cated at the time of cesarean section, we 
have performed total hysterectomy. Ex- 
perience with cesarean total hysterectomy 
in 72 patients seen at the Ochsner Clinic 
during the ensuing thirteen years has con- 
vinced us not only of its safety but also 
of the desirability of its performance in 
indicated cases. We have noted that the 
uterus that has been subjected to cesarean 
section with tubal ligation or salpingec- 
tomy is liable to cause troublesome symp- 
toms eventually, such as menstrual irreg- 
ularities, hypermenorrhea, polymenorrhea, 
dysmenorrhea, pelvic pain and dyspareu- 
nia. 

Weed? recently analyzed the fate of the 
post-cesarean uterus in 402 patients treat- 
ed at the Ochsner Clinic. He noted that 
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the incidence of functional menstrual 
bleeding and adenomyosis is unduly high 
in women who have had cesarean sections. 
In 27.7 per cent of the patients in his 
series hysterectomy was ultimately neces- 
sary. In most of these, symptoms could 
be attributed to extensive postoperative 
adhesions with resultant fixation of ab- 
dominal contents to the uterus or adnexa, 
or fixation of the uterus to the lateral or 
anterior abdominal walls. This results 
in disturbed adnexal function, failure of 
the uterus to involute, or both. By re- 
moval of the uterus at the time of cesarean 
section, development of such symptoms 
can be prevented. 


Poidevin and Bockner*® recently pub- 
lished an interesting radiographic study 
of 43 women who had had cesarean sec- 
tions. Various degrees of uterine deformi- 
ties were visualized in the anteroposterior 
and lateral uterosalpingograms in all 43 
patients. 

During the period of the present study 
we’ performed hysterectomies on 101 
women who had had one or more previous 
cesarean sections with or without tubal 
sterilization. The indications for removal 
of the uterus were prolonged uterine 
bleeding with or without other trouble- 
some pelvic symptoms caused by patho- 
logic processes, such as large fibroids and 
endometriosis, and in 2 women, uterine 
cancer. In some of these patients, the 
condition of the uterus was due to faulty 
operative technic at the time of cesarean 
section. There is no doubt that some of 
these women would not have required sub- 
sequent hysterectomy if a low flap type 
of cesarean section had been performed, 
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with minimal disturbance of the tubes at 
ligation and without bilateral salpingec- 
tomy. However, a great number of these 
patients did have properly performed ce- 
sarean sections, and still came back later 
with conditions that necessitated removal 
of the uterus. If hysterectomy had been 
done at the t:me of cesarean section, they 
would have been spared another major 
operation. 
Indications 

The indications for cesarean hysterec- 
tomy may be classified into two groups. 
One group includes patients with definite 
pathologic conditions, such as uterine fi- 
broids or significantly abnormal bleeding. 
The other includes patients with a history 
of multiple cesarean sections who request 
sterilization. 

If, during the prenatal period, the pa- 
tient expresses a desire for sterilization 
at the time of section, the problem is dis- 
cussed thoroughly with her and her hus- 
band. The question of hysterectomy ver- 
sus tubal ligation is then considered. This 
preoperative discussion regarding hyster- 
ectomy is just as important in the preg- 
nant patient as it is in nonpregnant 
women. The physiology and function of 
the pelvic organs are explained and any 
fears and misapprehensions, especially 
about sexual problems, are allayed. Post- 
operative study of women who had a clear 
understanding of these matters preoper- 
atively has revealed absence of functional 
libido problems. 

If cesarean section has been carefully 
performed, the condition of the scar 
should rarely be an indication for removal 
of the uterus at a subsequent cesarean 
section. Although we would be sympa- 
thetic with the patient who insists upon 
sterilization after multiple cesarean sec- 
tions, we would make it clear in the pa- 
tient’s record that the indication for hys- 
terectomy was the patient’s request for 
sterilization and not a supposedly inade- 
quate cesarean scar. In the patient with 
strong religious convictions against ster- 
ilization we would not use the excuse of a 
faulty scar as the reason for accomplish- 
ing sterilization by hysterectomy. 
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The primary indications in our 72 pa- 
tients are listed in tables 1 and 2. Many 











TABLE 1 
INDICATIONS FOR CESAREAN HYSTERECTOMY IN 
pal te 72 WOMEN 
Indication — ae. ___Cases 
First Section 22 
Patients requesting sterilization 21 
Parity—3 or more (average 
age 35 years) 18 
Hypermenorrhea and polymenorrhea 9 
Fibroids 4 
Placenta previa 3 
Recurrent progressive hypertension 
and toxemia 3 


Stenosis of cervix after 


conization or amputation 2 
Abruptio placenta 1 
Rh sensitivity with rising antibody 1 
Large dermoid cyst of ovary 1 
Cancer of sigmoid 1 
Previous extensive myomectomy 1 

Previous cesarean sections 50 
2nd section 19 
3rd section 22 
4th section 7 
5th section 2 


Total 


-l 
i) 
, 





| 


TABLE 2 
INDICATIONS IN 19 PATIENTS HAVING THEIR 
SECOND SECTION 








Indication Cases 
Patients requesting sterilization 19 
Parity—3 or more (average age 36 years) 14 
Hypermenorrhea and polymenorrhea 10 
Fibroids 5 
Recurrent progressive toxemia 3 
Chronic nephritis with renal stones | 
Tuberculosis 1 
Severe asthma 1 
Endometriosis 1 
Coarctation of aorta with hypertension 1 





of these women had more than one indi- 
cation. Fifty of the 72 were undergoing 
repeat cesarean section, 31 of whom were 
having their third, fourth or fifth. 
Twenty-two patients in this series had 
not had previous cesarean sections. Their 
average age was 35 years and 18 (82 per 
cent) had three or more children. Twenty- 
one of the 22 requested sterilization at 
the completion of their pregnancy, the one 
exception being an unmarried, mentally 
retarded, illegitimately pregnant woman 
in whom cancer of the sigmoid was dis- 
covered in the sixth month of her preg- 
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nancy. In 17 of the 22 patients cesarean 
section was necessary for obstetrical rea- 
sons and the hysterectomy was performed 
as an elective sterilization procedure. In 
5 patients the necessity of a subsequent 
hysterectomy was evident because of ab- 
normal bleeding and uterine disease, and, 
in order to obviate a second period of hos- 
pitalization and convalescence, an elective 
cesarean hysterectomy was _ performed. 
We have had no reason to regret this 
decision. 
Technic 


The technic for cesarean total hysterec- 
tomy employed in the present series dif- 
fers little from that for standard ab- 
dominal hysterectomy. The anesthetic of 
choice is spinal. Of the 72 patients in this 
series, 67 had spinal anesthetics and 5 
general. 

When the abdomen is opened, the blad- 
der flap is usually more easily handled 
than it is in the nonpregnant state, al- 
though dense adhesions to the bladder 
from previous scars may prolong the dis- 
section in some instances. 

Either a transverse or longitudinal in- 
cision is made in the fundus, depending 
upon the surgeon’s preference and the de- 
gree of scarring. The baby and placenta 
are delivered. Pitocin may be injected 
into the uterus after the baby is delivered 
to facilitate placental removal and uterine 
contraction. A chromic I running suture 
closes the uterine incision and aids in ob- 
taining maximum hemostasis. With ef- 
fective uterine contraction, a significant 
amount of blood may be diverted back 
into the circulation from the uterine fun- 
dus. 


The round, utero-ovarian, and broad 
ligaments are clamped close to the uterus, 
cut and tied. After the uterus is firm- 
ly contracted, the uterine vessels are 
clamped, cut and tied. The cardinal liga- 
ments and uterosacral ligaments are usu- 
ally cut and ligated separately. The va- 
gina is opened posteriorly just below the 
cervix and the entire uterus is removed. 
The vaginal vault is closed with a con- 
tinuous catgut suture. The round and 


uterosacral ligaments are incorporated 
into the angles of the vault to insure 
adequate support. Peritonealization is 
easily accomplished with the usually gen- 
erous bladder flap of peritoneum. The 
abdomen is closed in layers with inter- 
rupted cotton sutures. 


The operating time is not substantially 
increased by removal of the uterus at the 
time of cesarean section. The average 
duration of operation from incision to 
complete closure in the 72 patients was 
80 minutes. 

Despite greatly increased vascularity of 
all tissue in pregnancy, excessive bleeding 
during operation was not a problem in our 
patients. Forty of the 72 patients required 
no blood, 28 received only one pint of 
blood during or after operation, and only 
3 received more than one pint. Ambula- 
tion on the first postoperative day is the 
rule. 

Postoperative Complications 

The incidence of postoperative compli- 
cations of cesarean hysterectomy is no 
greater than that after cesarean section 
alone or hysterectomy in nonpregnant 
women. The routine use of a recovery 
room adjacent to the operating room dur- 
ing the immediate postoperative period 
has contributed greatly to reduction in the 
early postoperative complications. 

O’Connor "’ stated that convalescence 
after hysterectomy is usually smoother 
than after cesarean section alone, and in 
a personal communication to Siegel ' 
Davis reported no deaths in more than 
200 cesarean total hysterectomies per- 
formed at the Chicago Lying-In Hospital 
and a morbidity rate as low or lower 
than in patients having low or classical 
cesarean section. In two recent reports of 
97 cases*® and 65 cases® there were no 
deaths and the morbidity rates were 16.5 
per cent and 4.6 per cent, respectively. 

In the present series only 4 patients had 
fever of 100.4° F. or more on two or more 
days, a morbidity rate of 5.5 per cent. In 
2 of these 4 patients, fever was due to 
mild urinary infection. The other 2 had 
relatively major complications. One re- 
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quired reoperation shortly after cesarean 
hysterectomy because of a bleeding broad 
ligament vessel. In the other, thrombosis 
developed in the right ovarian vein post- 
operatively with episodes of pulmonary 
infarction necessitating vena cava liga- 
tion on the sixth postoperative day. In 
both patients subsequent convalescence 
was normal. There were no injuries or 
other complications of the urinary or in- 
testinal tract and there were no deaths. 


Neonatal Mortality 

It is most important, in the planning of 
elective cesarean hysterectomy as in any 
cesarean section, to guard against pre- 
mature delivery of the fetus. We believe 
that sterile palpation of the cervix at in- 
tervals in the last month of pregnancy 
can be of considerable value in determin- 
ing complete fetal maturity. When this 
is added to other estimations of fetal ma- 
turity, such as roentgenographic evidence 
and date of fetal movement, the chance 
of premature delivery should be minimal. 

The.e were no fetal deaths in our series 
attributable to the operation itself. Two 
babies died of prematurity, however, be- 
cause of early operation. One was done 
as an emergency because of the onset of 
premature labor in a patient scheduled 
for a repeat section; the other was done 
electively at seven months because of dis- 
covery in the patient of cancer of the 
sigmoid. Two other fetal deaths were 
due to severe Rh incompatibility, one an 
intrauterine death and the other an early 
neonatal death due to severe erythroblas- 
tosis. 

Results 

This group of patients has been care- 
fully followed, some for as long as ten 
years. These women have repeatedly ex- 
pressed to us their complete satisfaction 
with the results of the operation. We 
know of no emotional conflicts that have 
arisen in these patients as a result of re- 
moval of the uterus. There has been no 
evidence of premature ovarian failure as 
a result of the operation. Repeated ex- 
aminations have failed to disclose any 
enlarged adnexa. All patients have had 
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normal and well supported vaginas. No 
incisional hernias have developed postop- 
eratively. No patient has complained of 
dyspareunia who did not mention it as a 
complaint preoperatively. 


Conclusions 

Experience with cesarean total hyster- 
ectomy in 72 private patients seen at the 
Ochsner Clinic since January 1, 1946, has 
convinced us not only of its safety but 
also of the desirability of its performance 
in indicated cases. The mortality and 
morbidity rates are no greater than after 
cesarean section or hysterectomy alone. 
As a prophylactic procedure it insures 
prevention of development of serious dis- 
ease in an aging and usually no longer 
useful organ. As a therapeutic procedure 
it corrects pathologic conditions by elim- 
inating a diseased and degenerating or- 
gan. Finally, as a means of sterilization 
it is the most certain method. In the 
words of Davis! “it is a logical advance 
in modern obstetric surgery.” : 
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Discussion 

Dr. F. S. Oser, Jr. (New Orleans): To para- 
phrase the words of Dr. M. Edward Davis—Com- 
plete cesarean hysterectomy is a most logical 
and necessary advance in modern obstetric surg- 
ery, and the paper presented by Dr. Schneider 
and Dr. Tyrone is certainly most timely. Modern 
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advances in anesthesia, blood replacement, 
chemotherapeutic agent, antibodies, surgical 
skill and obstetric judgment should make this 
formidable procedure a must in the armamen- 
tarium of the trained obstetrician and gynecolo- 
gist. 

Albeit cesarean total hysterectomy is a logi- 
cal advance in obstetrics, there are certain indi- 
cations to be fulfilled. Since cesarean hysterec- 
tomy, undoubtedly is the procedure of choice. As 
present for both procedures. The indication for 
cesarean section should be valid, primarily, and 
if so there should be an acceptable indication 
for the hysterectomy. 

Whenever the aforementioned indications are 
met with, cesarean section, with total hysterec- 
tomy, undoubtly is the procedure of choice. As 
has been stated by the authors and substantiated 
by the literature, the procedure is not much 
longer, nor, more difficult than cesarean sec- 
tion alone. In spite of the increased vascularity 
and longer pedicles, the authors and other 
trained obstetric surgeons have reported mor- 
bidity and mortality figures comparable to 
cesarean section alone. 

Notwithstanding the fact that the total pro- 
cedure does not increase the morbidity or mor- 
tality, sterilization per se should never be an 


indication for cesarean section, nor should the 
eventuality of subsequent surgery alone (eco- 
nomic factors, etc.) be a legitimate indication. 
Although the combined procedure has a very 
low mortality; it unquestionably has a higher 
mortality than vaginal delivery per se. In the 
event corrective surgery may be necessary in 
the future, healing properties of tissue and the 
general condition of the patient at a later date 
would insure more permanent results. The au- 
thors stress an important factor in the physico- 
logic preparation of the patient and her hus- 
band, whenever there is the possibility of cesar- 
ean section hysterectomy, either because of defi- 
nite uterine pathology or the possibility of “Sec- 
tion Saturation Point’. 

Current literature substantiates the authors’ 
philosophy that salpingectomy may cause sub- 
sequent trouble—some symptoms, often necessi- 
tating hysterectomy. Just what the etiology of 
the uterine dysfunction is, is not clear; however 
most authors report from 30 to 40 per cent 
uterine dysfunction following salpingectomy. 

All recent reports agree with the authors 
that where cesarean section hysterectomy is in- 
dicated, the total procedure is a safe and a defi- 
nitive operation. The authors are to be con- 
gratulated for a comprehensive study of this 
timely subject. 


Medical Convention 
New Orleans, March 20, 1849. 


Agreeably to previous notice the Medical Convention of the resident licensed 
Physicians of the State of Louisiana, met at the Medical College of this place, at 12 
o’clock noon; when on motion of Dr. Piernas, of New Orleans, Professor James Jones 
was called to the Chair; and on motion of Dr. Thomas Hunt, Dr. Dalton was appointed 
Secretary. 

The Convention being organized, Dr. Hunt rose and with great force and perti- 
nency, urged the postponement of the Convention until December next; and concluded 
by offering the following resolution, viz: 

Resolved, That a Medical Convention of all the resident licensed physicians of 
the State of Louisiana, be invited to assemble in the hall of the Medical College of the 
State, on the first Monday of December, 1849. 

Resolved, That the President and Secretary of this meeting be authorized to give 


due notice of the adjourned meeting of the Convention in the Medical Journal of this 
place and newspapers of the State. 


Which, on motion, were unanimously adopted. 

The attention of the medical gentlemen residing in this State is earnestly called 
to the above resolutions. And as business of paramount importance will be transacted, 
it is hoped, believed, that the Convention to meet in this place next December, will be 
numerously attended by the resident physicians from every part of the State. 


New Orleans M. & S. J. 5:798 (May) 1849. 
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Complications and Sequelae of 


Hydatidiform Mole* 


@ In 146,000 live births in three hospitals there were 65 cases of 
hydatidiform moles. From the study of this series, the authors draw 


several interesting conclusions. 


the medical management of the pa- 
tient with hydatidiform mole the esti- 
mate of probabilities of serious as well as 
mild sequelae plays a most important role. 
While in most instances the gestation 
terminates itself in abortion the clinician 
is faced with the task of planning addi- 
tional measures of treatment. It is for 
the purpose of providing facts for esti- 
mates of these chances of later trouble 
that the following study was conducted. 


Material 


Case histories of patients with molar 
pregnancy were available from two 
sources: Charity Hospital at New Or- 
leans, serving indigents in South Louisi- 
ana, and the Baton Rouge Pelvic Tumor 
Registry comprising records of private 
patients treated in two exclusively private 
hospitals in Baton Rouge. From the for- 
mer all instances of disease occurring be- 
tween July 1, 1948, and June 30, 1958, 
were analyzed, while complete consecutive 
records were available from January l, 
1951, through December 31, 1957, in the 
Tumor Registry. At Charity Hospital 
there were 49 molar pregnancies in the 
observation period. Live births at the 
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6, 1959, in New Orleans. 
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hospital numbered 115,384 in the same in- 
terval. From the Pelvic Tumor Registry 
16 instances of mole were studied. Live 
births at the Paton Rouge hospitals in the 
years 1951 to 1957, inclusive, totalled 
30,540. There were, then, 65 hydatidi- 
form moles occurring in the same interval 
in which there were 146,000 live births in 
the three hospitals. The two groups of 
patients are from the opposite ends of the 
economic and social scale, and so are not 
completely comparable with each other. 
Together, however, the entire number 
should represent a cross-section of the 
population of this area. As more mean- 
ingful conclusions can be drawn from 
larger numbers, all of these patients will 
be considered together. 


Observations 
Table 1 lists the complications and 
sequelae found in all 65 molar gestations. 
In many instances there was more than 
one difficulty, but it is obvious that com- 
plications are frequent with this disease. 
1. Molar abortion: The fate of every 
molar pregnancy is abortion ahout the 
eighteenth week if not evacuated sooner 











TABLE 1 
COMPLICATIONS AND SEQUELAE OF HYDATIDIFORM 
MOLE 
Ward Private 
Abortion 42 9 
Bleeding 47 13 
Toxemia 14 2 
Sepsis 7 
Recurrent Bleeding 11 5 
Residual Molar Tissue 8 0 
Invasive Mole 3 1 
Choriocarcinoma 4 0 
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operatively. Because of this fact it may 
not be correct to refer to molar abortion 
as a complication. However, abortion it- 
self is surrounded by its own series of 
complications and cannot therefore be 
looked upon as a normal phenomenon. In 
this group 51 patients had molar abortion. 
In 14 instances diagnosis was made in 
time to remove the mole by operative 
procedure. 

2. Bleeding as an initial symptom: Al- 
most all patients had bleeding before 
treatment. Time of onset of bleeding was 
predominantly early. Bleeding before the 
sixth week occurred in 10, seventh week 
in 8, eighth week in 7, and before the 
tenth week in 36. Bleeding of a severity 
requiring transfusion is known to have 
occurred in 30 patients. This number is 
probably less than the actual number of 
patients receiving blood transfusion. This 
complication often influences treatment, 
as severe bleeding demands evacuation of 
the uterus. 

3. Pre-eclamptic toxemia: Sixteen pa- 
tients exhibited this syndrome and were 
admitted to the hospital. Figure 1 graphi- 
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Figure 1. Daily blood pressure and urine al- 
bumin determinations in the case of hydatidi- 
form mole complicated by pre-eclampsia. 


cally depicts the course of one patient 
with severe toxemia. The symptoms, 
course, and prognosis of toxemia in molar 
pregnancy are comparable with those in 
normal gestation. It will be noted that, in 
all, 25 per cent of the patients with molar 
gestation showed evidence of toxemia. 
This is much higher than the incidence 
among Charity Hospital obstetrical clinic 
patients (17 per cent) and possibly 20 


times that in private patients. It can be 
said, then, that molar pregnancy predis- 
poses to the development of pre-eclampsia. 

4. Sepsis: Using the arbitrary rule of 
temperature of 100.4°, or more, on two 
observations before treatment as indicat- 
ing uterine sepsis (other obvious causes 
of fever being ruled out by appropriate 
examinations) we found 9 patients in this 
category. When sepsis was present it 
usually was the reason which led the pa- 
tient to seek aid. In all 9 of these patients 
there was associated bleeding, a factor 
probably responsible for the initiation of 
the infection. In no instances did the in- 
fection lead to lasting residual, either 
abscess or inflammatory disease requiring 
surgical treatment. It did, however, com- 
plicate treatment of the molar pregnancy 
by delaying curettage. 

5. Recurring bleeding: After initial 
definitive treatment there was recurrence 
of bleeding in 16 cases. This is usually re- 
garded as a sign of residual or recurrent 
mole or of malignant change in tropho- 
blast left behind in the uterus. For this 
development, 10 patients had a second 
curettement while 10 of the 16 ultimately 
were managed by hysterectomy. Discus- 
sion of the significant histologic findings 
at time of hysterectomy will be presented 
later. 

6. Residual molar tissue persisting aft- 
er first definitive treatment: We were 
unable to define a practical difference be- 
tween residual molar tissue and recurrent 
growth of a mole (further proliferation 
from viable residual tissue). There is evi- 
dence to believe that both of these eventu- 
alities do happen, but it could not be deter- 
mined from the records in most instances 
which had occurred. If the tissue removed 
by a second curettage showed degenera- 
tion of the degree found, for example, in 
incomplete abortion, one would judge that 
it represented left-overs from the previous 
mole. This should be labelled residual or 
retained molar products of gestation. 

Regrowth of intrauterine, noninvasive 
mole resulting in a state resembling re- 
peat gestation did not occur among our 
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patients, but has been described by others 
(Coppleson, 1958). 

7. Invasive mole: From a study of the 
examples of this entity in our material a 
typical sequence of events is noted in pa- 
tients having an invasive mole. First 
there is molar gestation ending in abor- 
tion of the mole. The uterus is cleaned by 
curettage. In a few weeks’ time there is 
recurrence of bleeding which is managed 
initially by a repeat curettage. The find- 
ing of viable as opposed to degenerating 
trophoblastic remnants and hydropic villi, 
together with a persistence of chorionic 
gonadotropin in the urine, is indicative 
of invasive mole. 


Case Reports 

Illustrative case history No. 1: V. B., 33 year 
old colored female, was admitted to the Delivery 
Unit January 4, 1957, complaining of recurrent 
nausea and vomiting for three months and 
epigastric pains for one day. Her last men- 
strual period was said to have been ten weeks 
earlier and there was one day of spotting dur- 
ing the sixth week of amennorrhea. She was 
noted to have a mild hypertension and trace of 
albuminuria. The uterus was the size of eight- 
een weeks’ gestation. 





Figure 2a. Prolifer 
No. 1. 
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Shortly after admission an abdominal crisis 
developed which was found to be due to sickle 
cell disease. 


On January 25, 1957, she began bleeding and 
passed a hydatidiform mole. She was given 
whole blood transfusion the fourth postabortal 
day when a dilatation and curettage was per- 
formed. 


During subsequent follow-up studies over the 
next eight months, the patient was found to have 
persistently positive urinary chorionic gonado- 
tropin (frog) tests after an initial negative test 
six weeks following D & C. At the end of nine 
months the patient was readmitted for hysterec- 
tomy. A nodule in the left infundibulopelvic lig- 
ament was excised and found to contain a large 
hydropic villus. (Figure 2b). X-rays demon- 
strated multiple lung metastases. (Figure 3). 

Re-examination and x-rays demonstrated that 
the pulmonary lesions had regressed by three 
months postoperatively. Urine chorionic gonado- 
tropin tests were negative. 

Five months postoperatively and fourteen 
months after abortion of the mole, a vaginal 
nodule was discovered and excised. Microscopic 
examination revealed hyalinized molar villi. 

Seven months after hysterectomy and sixteen ~ 
months after abortion of the mole, all evidence 
of disease was gone. The patient was last seen 
eleven months after hysterectomy and was alive 
and well with no evidence of disease. 
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Figure 3. Metastatic lesions in lungs, Case 
No. 1. 


That invasive mole is not always a be- 
nign disease is exemplified by the follow- 
ing patient. 

Illustrative case history No. 2: M. M., 38 year 
old colored female, was admitted on April 10, 
1954, for control of severe pre-eclampsia mani- 
fested by a blood pressure of 180/110, al- 
buminuria 4 plus and pedal edema 2 plus. Her 


last menstrual period was five months prior. 
The uterus was estimated at 5% to 6 months 
gestational size. 

Two weeks after admission a hysterotomy 
was performed for removal of a molar preg- 
nancy and the endometrium was curetted. 

The patient began having vaginal bleeding 
seven weeks after discharge from the hospital. 
Pelvic examination revealed that the uterus re- 
mained approximately 8 to 10 weeks gestational 
size. Urine chorionic gonadotropin on July 15, 
1954, was reported as positive. 

Four months after operation the patient was 
readmitted for hysterectomy for bleeding and 
persistence of serum CGT. Sections of the uterus 
showed invasive mole with highly proliferated 
trophoblast. (Figure 4). 

After hysterectomy urine chorionic gonado- 
tropin remained persistently positive and within 
six months a pelvic tumor was detected. Pul- 
monary metastases were demonstrated still later. 
Treatment measures were palliative only and the 
patient died of multiple metastases demonstrated 
to be choriocarcinoma sixteen months after hys- 
terectomy. 

Among four patients with proven in- 
vasive mole, 3 appear to have been cured 
by hysterectomy, 1 subsequently had 
choriocarcinoma. 


8. Choriocarcinoma: Fear of develop- 
ment of this sequela of molar pregnancy 
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Figure 4a. Molar villi with highly proliferated trophoblast within myometrium, Case No. 2. 
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Figure 4b. Proliferation of cytotropho 
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blast and syncytium of invasive mole, Case No. 2. 


is, of course, the principal reason for per- does not secure the patient against such 
forming hysterectomy as initial manage- an eventuality, as choriocarcinoma has 
ment. Even removal of the uterus at once been found to develop at extra-pelvic foci 
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after this type of management (Delfs, 
1957). Four choriocarcinomas arose from 
pre-existing moles in these 65 patients. 
All four occurred in Charity Hospital pa- 
tients. The course of choriocarcinoma is 
usually rapidly progressive to fatal termi- 
nation within one year or less. That this 
ending is not invariable is shown by the 
following case. 

Illustrative case history No. 3: S. C., 19 year 
old colored female, aborted a hydatidiform mole 
and was treated with curettement. Fourteen 
menths later, after an uneventful pregnancy, 
she delivered a term pregnancy. Thirty-one 
months later the patient was seen again for 
excessive vaginal bleeding. After hospital work- 
up a curettement proved uterine enlargement to 
be due to presence of choriocarcinoma. Total 
abdominal hysterectomy was performed and 
choriocarcinoma was found in the uterus. (Fig- 
ure 5). Deep x-ray treatments were adminis- 
tered postoperatively. The patient was last ex- 
amined eighteen months postoperatively and 
found to be free of disease, after which she was 
lost to follow-up. 

9. Deaths from sequelae of hydatidi- 
form mole: Among the 65 women with 
molar pregnancy there were 3 deaths, all 
due to choriocarcinoma. The gross death 
rate is thus 4.5 per cent. 


Discussion 

It has been pointed out by Hertig that 
the hydatidiform mole is not a neoplasm. 
It is, rather, the product of degeneration 
brought about by cessation or failure of 
development of fetal circulation. Neoplas- 
tic transformation takes place when the 
trophoblast undergoes proliferation past 
a certain point, though it is not always 
possible, even with microscopic examina- 
tion to tell just when this change takes 
place. The nature and pathogenesis of 
the mole are such that there is a much 
greater rate of neoplastic change follow- 
ing this than after normal gestations. 
Some of these sequelae are of serious im- 
port. If the only considerations were the 
comparative mortality of complications 
and sequelae on the one hand and mor- 
tality of immediate hysterectomy oper- 
ation on the other, the better treatment 
would be hysterectomy. However, in the 
maangement of the individual patient it 
may be desirable to accept a certain risk 
in order to conserve the hormonal, sexual, 
and reproductive functions of an intact 
genital system. The decision of which 
treatment is best for a given patient will 





Figure 5. Choriocarcinoma invading myometrium. 


466 THB JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 





Sat: 





reef 








SRT 


aes Tare eed 


MISS 


land as 


Fin sea 


4 See 


NN i 





HYDATIDIFORM MOLE—DOUGHERTY, REINER 


be based on a knowledge of the risk in- 
volved. 

Is there anything in the analysis of the 
present series which will help in early de- 
tection of the unwanted sequela? The 
symptoms common to all patients who de- 
veloped invasive mole and choriocarci- 
norna was recurrent bleeding. This varied 
from three weeks to three years after 
molar abortion and curettage. It will be 
noted that there were only 16 women alto- 
gether who had recurrent bleeding. Since 
seven of these had invasive mole or chorio- 
carcinoma it might be wise to consider 
hysterectomy without curettement to be 
indicated when recurrent bleeding occurs 
if chorionic gonadotropin is present in 
serum or urine in significant amount at 
the time bleeding recurs. Curettage under 
these circumstances would theoretically 
enhance the occasion for spread of the 
neoplasm. 

Consideration should be given, of course, 
to the possibility of a new pregnancy oc- 
curring in the interim. Careful history 
and physical will usually differentiate 
threatening abortion of a new pregnancy 
from serious sequelae of the molar gesta- 
tion. 

On the other hand absence of recurrent 
bleeding three or more weeks after initial 
definitive treatment may be regarded as 
indicating probable absence of serious se- 
quelae of mole. Should enlargement of 
the uterus and rising gonadotropin be de- 
tected in the follow-up period the absence 
of uterine bleeding may be the differen- 
tiating factor between recurring tropho- 
blastic growth and new pregnancy. Again, 
under this set of conditions a careful his- 
tory and examination are paramount. 
Delfs (1957) has proved the value of 
quantitative gonadotropin determination 
in the diagnosis of mole and choriocarci- 
noma. 

Summary 

1. A series of 65 cases of hydatidiform 
mole occurring in private and charity pa- 
tients was studied. 

2. Complications and sequelae noted 
were molar abortion, bleeding, pre- 
eclamptic toxemia, sepsis, recurrent bleed- 
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ing, residual mole, invasive mole, chorio- 
carcinoma, and death. 

3. The preeminent sign of serious se- 
quela to molar gestation is recurrent 
bleeding after three weeks from initial 
treatment. 

4. Patients having this sign should be 
further treated by hysterectomy if serum 
or urinary gonadotropin is elevated, after 
evaluation of history and physical find- 
ings to obviate, where possible, mistaking 
threatened abortion of a new pregnancy 
for recurrent mole or choriocarcinoma. 
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Discussion 


Dr. E. E. Dilworth (Shreveport): We have 
been presented with an excellent coverage of 
and a practical approach to a rare but important 
complication of pregnancy. The reported inci- 
dence of molar pregnancy could easily make it 
a once in a life time problem for the doctor doing 
a limited amount of obstetrics. It is therefore 
doubly important that we have this opportunity 
to pool our cases and compare our results. 

I have taken a five and a half year sample 
of moles from admissions to Confederate Me- 
morial Medical Center. This yielded 12 cases 
out of 16,155 admissions to the obstetrical serv- 
ice. Every case had vaginal bleeding preceding 
delivery of the molar tissue. Nausea and vomit- 
ing was the second most frequent symptom. Two 
of the patients died, one from choriocarcinoma; 
the second entered the hospital in irreversible 
shock from profuse hemorrhage. 

A few years ago I reviewed the cases of 
chorionepithelioma ‘in the same institution from 
1932. I have kept a running record of every 
case of chorionepithelioma since that time and 
have now a series of 18 cases. Six of these cases 
had a hydatidiform mole as the last pregnancy 
preceding the diagnosis. 

This is further emphasis that every case of 
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hydatidiform mole should cause one to think of 
choriocarcinoma. However, I fully agree that 
hysterectomy at any time is not the solution to 
the problem. We have not had a single case of 
choriocarcinoma survive from surgical treatment 
though we have one case still living which had 
a histological diagnosis of choriocarcinoma on 
Feb. 26, 1957. This patient had lung metastasis 
so we feel that intravenous medication is re- 
sponsible for her survival. 

In general, our treatment of hydatidiform 


We hope this will cause the Friedman test. to. be-. 
come negative sooner and avoid some of the 
worrisome bleeding. Twenty-five per cent of 
this small series were teenage and 58.3 per cent 
were less than 30 years old. We, therefore, 
have been very reluctant to do hysterectomy in 
these cases. In the older age group I would 
favor hysterectomy as the initial treatment. 

I closing, I would like to mention one compli- 
cation that has caused us some concern. That is 
the presence of benign lutein cysts of the ovary 


mole is curettement if possible at the time of 
diagnosis and certainly at the time of abortion. 
Since a thorough curettement is next to impos- 
sible with such an enlarged uterus we feel a 
second curettement should be routine as soon 
as the uterus involutes to a reasonable 


which frequently accompany moles and chorio- 
epithelioma. They, of course, do not need to be 
removed. We have at times wondered if the 
slowly absorbing large lutein cyst might not be 
responsible for a persistently positive Friedman 


size. test. 


Sa 


Medico-Chirurgical Society 


The Medico-Chirurgical Society has languished until it has fallen into complete 
decay. It has done no scientific business for two years past, and as if with the view 
of giving it the coup de grace and terminating its agonies, a small number of mem- 
bers, less than a legal quorum, recently got together, gave away its funds and ad- 
journed sine die. 

Thus may the society be said to be dead. But we object to the manner of its death. 
If the present officers and members of this society be unwilling to do any thing more, 
let them at least preserve the funds and archives—these may form the nucleus of 
a future organization. We shall long remember the regular and interesting meetings 
of this society during the first two or three years of its existence. There the French 
and American physicians met to interchange professional views and opinions, and 
there the utmost harmony prevaiied. Each anniversary might truly be characterized 
as “the feast of reason and the flow of soul.” But now—how sad the retropect! A 
president and two vice-presidents are numbered among the dead, and their survivors 
have fallen into a state of apathy. Harlan, Slade, and Luzenberg are no more; but 
we hope yet to see the day when the Medico-Chirurgical Society, like the fabled Phoe- 
nix, will arise again from its ashes. 


New Orleans M. & S. J. 5:683 (March) 


1849. 
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The Fact, Fantasy, and Fiction of Colic 


s > 


@ The avuthorbelieves that a formerly accepted term is merely the 


scapegoat for many ills both psychic and physical. 


W* of the medical profession, for lo 

these many years, have yielded to the 
pressures of public fantasy and fiction in 
many areas, with a complete disregard for 
fact. Often this is done by self rationali- 
zation, on the grounds that it is much 
easier to go along with what our patients 
think than to get in arguments or lengthy 
discussions with them. In this manner, 
we have been the unwitting accomplices 
to the perpetuation of fantasy and fiction 
in many areas of medicine. Alexander 
Pope once wisely wrote, “Be not the first 
by whom the new is tried, nor yet the last 
to lay the old aside.” 


Fantasy 

In my opinion, there is no other area of 
fantasy and fiction comparable in mag- 
nitude to that of the well-baby care of a 
newborn infant. Here is a function of 
mankind that is as old as mankind itself 
and yet as we approach a point in progress 
where man reaches out to touch the very 
stars and planets, we still hold to many of 
the old ideas and concepts loaded with 
lore, fantasy, and fiction. 

The beliefs, concepts, treatments, and 
managements that attend the normal ma- 
turation processes of the human infant in 
his teething, hiccuping, stool habits, sleep 
habits, and above all else, his “colic” are 
legion. Because a child picks at his nose, 
he is often treated for worms. The three 
to seven year old with stomachalgia often 
has his appendix removed. Severe con- 
vulsions are dismissed without adequate 
study as due to teething. To ever touch 
on all of these would require volumes. 
The purpose of this paper is to deal with 
colic. 

The fantasy and fiction of colic lies in 
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the continued belief that it is a disease 
and that as an entity it requires special 
treatment and special medicines. 


Facts 

Let us look at some of the facts about 
colic. If one examines all the many thou- 
sands of charts in a large hospital such 
as Charity Hospital in New Orleans, it is 
doubtful that a handful could be found 
with the primary diagnosis of colic. Yet 
how many of us in private practice tell 
our patients their child has colic? Colic 
never makes its appearance in our hospi- 
tal newborn nursery. Yet almost immedi- 
ately with the child’s arrival at home, the 
telephone rings at the doctor’s offices 
heralding the advent of colic. Colic is 
practically always found in the first born 
child; it is rare that parents with two or 
three children will complain that their 
child has colic. An astute and experienced 
physician can often foretell by the ten- 
sion and nervousness of his expectant 
mother that her child will have colic.' 
These being the facts that attend colic can 
one logically concludes that colic is a dis- 
ease entity? 

Colic is deeply ingrained in our society. 
Its origin and chief predisposing factors 
appear long before the conception of any 
given child. Unfortunately, modern so- 
ciety does not prepare prospective parents 
for the responsibilities of parenthood. 
Through the media of television, movies, 
and books the infant is extolled as a mite 
of restful, lovable, sleeping angel. Parents 
are simply unprepared for the rude awak- 
ening to reality of the crying, straining, 
struggling, hungry, diaper soiled, diaper 
wet, trembling limbs, hiccuping, nasal 
hacking, bundle of flesh that is man’s start 
on this earth. They are unaccustomed to 
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the rude awakening at night by the in- 
fant’s scream for food. They have not 
been buffered to the demands that now 
must be met with personal self sacrifice 
to insure their infant’s survival. 

Nature has deeply rooted within the 
newborn numerous reflexes, chief of which 
is the crying pattern so that the infant 
can make known his wants. His wants, 
being signaled only by the crying reflex, 
are not always easily interpreted by the 
novice parents. This produces in the par- 
ents a sense of frustration. Hence, they 
seek at once counsel from those whom they 
feel to be more learned than they. Herein 
enter neighbors, friends, and grandmoth- 
ers. In all the garbled information and 
misinformation there constantly recurs 
one word over and over, colic- colic- colic. 

Soon they seek medical consultation for 
frustrations that they feel toward their 
own apparent inadequacy of parenthood. 
Here comes the clincher! The doctors says 
the baby has colic and they seek to forever 
close Pandora’s Box with one magic nos- 
trum, some green drops that are “colic 
medicine.” Here, in one bottle, with 10 
drops three times a day, will be the answer 
to the responsibilities of parenthood. Alas, 
too soon, it is discovered that this just 
does not work, so back to the doctor. Now 
a new and vicious cycle is born. Formulae 
are changed and changed and changed. 
New medicines are given, red drops are 
substituted for the green ones, and in this 
manner times passes until slowly matura- 
tion of the infant solves the problem. 

In reality then, so-called colic is not a 
disease but is a situation in which parent 
and child both are adjusting to a new 
environment. One needs only cite the 
minor stimulant of a thump of the finger 
on the sole of the foot with the resultant 
loud wail to realize the extreme reactivity 
of the normal infant to its environment. 
Loud noises, tight clothing, soiled diapers, 
and above all else, hunger will cause a 
normal infant with no disease to cry lus- 
tily, loud, and long. 


Solution of Problem 
The true answer to colic, as in all other 
areas of medicine, is to seek out the cause, 


answer it, and the problem will be solved. 
We, as physicians, commit a grievous er- 
ror to perpetuate the fiction and fantasy 
of colic as a disease. Parents should be 
told that there is no such disease as colic, 
that the crying of their infant is an ex- 
pression of his immaturity. It is his re- 
action to his environment. It is his signal 
of some want to be satisfied. Rarely, do 
crying and excessive irritability of an 
infant signal organic disease. All such 
infants merit careful and complete his- 
tories and physical examination. Some 
infants do manifest gastrointestinal al- 
lergy and a trial of seven to ten days on 
hypoallergic formula will act as both a 
therapeutic and diagnostic measure.” 


In those infants in whom all organic 
causes have been eliminated, a little time 
spent with the parents to assure them that 
their infant has no disease is in order. 
Also, they must be impressed that they 
are fully capable of caring for this infant 
themselves without the help of friends, 
neighbors, and grandparents. If a rigid 
schedule is being enforced and the child 
is fed by the clock, they should be in- 
structed to feed the child as much or as 
little as he, the child, desires as often or 
as seldom as he, the child desires. Many 
infants will nurse 3 to 4 ounces of a for- 
mula and fall asleep only to awake in ten 
to fifteen minutes screaming loudly and 
lustily. When offered another feeding at 
this time a child will take only 1/2 to 1 
ounce and fall asleep again for a four to 
six hour period. To ignore this and adhere 
rigidly to a set clock schedule will result 
in an irritable screaming baby until the 
next bottle is due. 


Formula 

The normal newborn takes frequent 
small fedings of 1 to 2 ounce quantities 
and desires to nurse at short intervals of 
one to two hour periods, taking as many 
as 10 to 14 bottles in a twenty-four hour 
period. Parents often thicken the for- 
mula, working under the fiction that if 
the formula is stronger he will go longer 
and require less care. We should not lose 
sight of the mineral solute load principle.* 
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THE FACT, FANTASY, AND FICTION OF COLIC—SMITH 


The best criteria of a good artificial for- 
-tula is its approach to the iso level of 
mother’s milk as a standard. To thicken 
formula hypercalorically and hyperminer- 
ally above mother’s milk, produces a renal 
stress on infantile immature kidneys. 
Many of the irritable, fussy, so-called colic 
babies are the product of poor formula 
construction. Subclinical cases of tetany 
actually exist in practice because of hyper- 
electrolyte mineral load in unaltered cow’s 
milk feeding.* 


Solid Food 


When we started practice in this area, 
Southeast Louisiana, some ten years ago, 
it was only with great difficulty that we 
could encourage parents to introduce solid 
foods in the diet of infants. Most people 
would reply that the Lord never intended 
babies to take solid food until they had 
their teeth at six to eight months. I re- 
member well, one grandfather who told 
me that if the good Lord had meant for 
the baby to have spinach he would have 
had it coming out the mother’s breast. In 
spite of this attitude we must have done 
too good a job of selling early introduc- 
tion of solid foods. Each doctor vied to 
see who could start what the fastest. To- 
day, I am alarmed to find what some 
parents are feeding 2 and 3 week old in- 
fants. Just as there is a normal matura- 
tion process for development of neuro- 
muscular achievements, that is, the in- 
fant sits at 6 to 8 months, walks at about 


a year, and so on; there is also a matura- 
tion of the gastrointestinal function and 
its readiness to accept solid food. Too 
early introduction of complex food prod- 
ucts can produce irritability and crying in 
the young infant. 


“Loving Care” 

Not all.crying is hunger, gas, or gastro- 
intestinal dysfunction. Many infants cry 
seeking only human contacts, pleasant and 
harmonious sounds, and the warmth and 
security of being held in arms. Surely 
there is no sin to taking an infant in the 
arms, rocking in a rocking chair and 
softly singing a lullaby. This has cured 
more colic than all the tidal waves of 
“green drops” that have been squirted 
down throats of struggling infants. With 
an understanding by parents that crying 
is a normal manifestation of infants to 
voice their desires, with intelligent feed- 
ing, with assurance that the parent is ca- 
pable of caring for their infant, with a 
little intelligent and loving care, we can 
lay aghost forever the fantasy and fiction 
that colic is a disease. 
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Treatment of Headache 


The hemicrania often met with in females, during the menstrual periods, arises 
from ovarian irritation. The treatment is by the daily use of hip-baths or sea-bathing: 
attention to the state of the rectum; abstinence from stimulants; mental employment; 
infus. valerian with digitalis, with pills and assafoetida; occasional local or general 
bleeding; or, when these fail. a general mercurial action, the cold baths being omitted. 
Locally, apply belladonna plasters, veratrine ointment, simapisms, or blisters. When 
the patient is much exhausted, try a tonic treatment, giving quinine and valerianate 
of zink, or when there is chlorosis, sulphate of iron with inf. valerian. 


New Orleans M. &. S. J. 5:651 (March) 1849. 
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Hereditary Spherocytosis’ 


@ The author presents an interesting case report on hereditary 
spherocytosis which occurred in the father and two siblings. 


URING the past year, three cases of 

hereditary spherocytosis occurring in 
one family, have been studied at Hotel 
Dieu, New Orleans. This paper concerns 
itself with laboratory studies and the 
clinical course of these patients. 

The patient, a 48 year old white male 
of Italian descent, was first admitted to 
Hotel Dieu in March 1958. At that time 
he complained of progressive jaundice 
with severe, persistent right upper quad- 
rant pain, nausea and vomiting of two 
days’ duration. Shortly after the onset 
of the above symptoms he noted progres- 
sive swelling and tenderness in the right 
upper quadrant. The urine was noted to 
be much darker than usual and the stools 
somewhat lighter than normal, though 
not clay colored. 


Physical Examination 

On admission, physical examination re- 
vealed a well developed, poorly nourished 
white male who was deeply jaundiced and 
appeared both acutely and chronically ill. 
Blood pressure was 130/80: pulse 84/min. 
and regular; temperature 98° F, orally. 
The sclerae and conjunctiva were mark- 
edly icteric, as were the mucous mem- 
branes of the buccal cavity. Examination 
of the heart and lungs was essentially 
negative, with no clinical evidence of car- 
diac enlargement. Inspection of the abdo- 
men revealed fullness in the right upper 
quadrant and right flank. There was 
marked tenderness to palpation over the 
entire right upper quadrant with guard- 
ing. A questionable soft mass was pal- 
pable just below the right costal margin. 
The spleen was markedly enlarged and 





* Presented at the Seventy-ninth Annual Meet- 
ing of the Louisiana State Medical Society, May 
6, 1959, in New Orleans. 
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firm in consistency. The lower pole of the 
spleen extended to the left iliac crest. 
Over the medial surfaces of the lower 
half of both legs there were several cir- 
cumscribed areas of scarring, some of 
which appeared deep, others superficial. 
The overlying and adjacent skin was 
discolored by a brownish pigmentation. 
In the midportion of the legs scattered 
superficial varicosities were noted. 


Laboratory Studies 


Laboratory studies revealed a hemo- 
globin of 12.4 gms; hematocrit, 33%; 
total white count, 29,350 with 71% seg- 
mented neutrophils, 14% stab neutrophils, 
1% basophils, 10% lymphocytes and 4% 
monocytes. Smears of peripheral blood 
showed spherocytosis, anisocytosis, poiki- 
locytosis and polychromatophilia. (Eight 
days after admission the hemoglobin had 
dropped to 8.5 gms. and hematocrit had 
fallen to 27%). Urinalysis revealed a spe- 
cific gravity of 1.020; negative for sugar 
and albumin. Tests for bile and urobilino- 
gen were not ordered. 


Following rehydration and multiple 
transfusions, the patient was taken to 
surgery and a cholecystostomy was per- 
formed with removal of multiple pigment 
stones from an acutely inflamed gall blad- 
der. The postoperative course was essen- 
tially uneventful. 


Investigations into Etiology 

With this patient’s past history of long 
standing anemia, splenomegaly and inter- 
mittent jaundice, investigations were be- 
gun to determine the etiology. 

Blood studies revealed a hemoglobin of 
7.7 gms. %, hematocrit, 21% ; RBC 2,870,- 
000; reticulocytes 6%; WBC 11,600 with 
65% segmented neutrophils, 2% stab neu- 
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trophils, 3% eosinophils, 29° lympho- 
cytes and 1‘@ monocytes. The peripheral 
blood smear again showed anisocyto- 
sis, poikilocytosis and polychromatophilia. 
There were many spherocytes and micro- 
spherocytes present with an average cell 
diameter of 6.3 microns. Erythrocyte fra- 
gility studies revealed a striking increase 
in osmotic fragility with initial hemolysis 
occurring in 0.76% NaCi and complete 
hemolysis in 0.4% NaCl. Filter paper 
electrophoresis of hemoglobin yielded 
100% norma! adult hemoglobin. 

Biochemical determinations revealed an 
indirect Van den Bergh of 12 mg. “co and 
an icterus index of 75. Remaining deter- 
minations including total protein, A/G 
ratio, NPN and glucose were all within 
normal limits. Urobilinogen was marked- 
ly increased in the urine and stool (quali- 
tative). No bile was found in the urine 
on several determinations. 

Direct smears of sternal marrow showed 
a marked normoblastic hyperplasia, with 
a differential of 54% normoblasts. The 
myeloid and megakarocytic series were of 
normal appearance. The megakaryocytes 
were producing platelets in normal quan- 
tities. 

Direct and indirect Coomb’s tests were 
negative. 

Radiological examination of the chest 
and gastro-intestinal tract failed to reveal 
any significant pathology. No skull or 
bone films were made. 


Pathology 

With a diagnosis of hereditary sphero- 
cytosis, splenectomy was performed on 
January 9, 1959. The spleen weighed 
1910 grams, and measured 23 by 20 by 7 
ems. The capsule was focally roughened 
and thickened by hyaline plaques. Over 
the inferior pole there were multiple fi- 
brous adhesions and an aberrant splenic 
artery. The spleen was firm in consis- 
tency. On cut surface the follicles were 
indistinct and the pulp was markedly con- 
gested. At the periphery the trabecu- 
lae were prominent. Microscopically the 
lymphoid follicles were compressed and 
widely separated by a markedly congest- 
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ed pulp. The sinusoids for the most part 
were compressed. In scattered areas, how- 
ever, the sinusoids were dilated but empty. 
There were scattered foci of extramedul- 
lary hematopoiesis, largely normoblastic. 
The trabeculae were thickened and hemo- 
siderin was deposited between the con- 
nective tissue fibers. Foci of calcification 
were also noted within the trabeculae. 
Scattered throughout the pulp were mul- 
tiple early siderotic nodules. 

The patient’s immediate postoperative 
course was complicated by a subdiaphrag- 
matic abscess from which coagulase posi- 
tive staphylococcus aureus was isolated. 
On the thirtieth postoperative day the 
patient was discharged. At the time of 
discharge the hemoglobin was 10.6 gms., 
and the hematocrit 36‘. 


Comment 

The graph in Figure 1 plots the labora- 
tory course of this patient before and after 
splenectomy, for a total of four hundred 
and one days. The anemia in this patient, 
as depicted by the hemoglobin concentra- 
tion, was never severe except at two 
points; the first being during the acute 
episode of cholecystitis and the second 
following the subdiaphragmatic abscess. 
At one point (around the three hundred 
and tenth day on the graph) the patient 
had an apparent hemolytic crisis with a 
further drop in hemoglobin and marked 
bilirubinemia. During the entire duration 
of follow-up the reticulocyte counts fol- 
lowed an expected pattern, being highest 
just prior to splenectomy, and gradually 
returning to normal as the hemoglobin 
rose. 

It is also interesting that at the time 
the hemoglobin was at its lowest level, 
shortly before splenectomy, the platelet 
counts also fell to 50,000 per cubic mm. 
Whether this represents an aplastic crisis 
was not proven by marrow studies. Fol- 
lowing splenectomy, thrombocytosis oc- 
curred, without evidence of thrombotic 
phenomenon. 

At the last follow-up visit, the serum 
bilirubin had returned to 1.5 mg. % slight- 
ly above normal levels, and all evidence 


473 








HEREDITARY SPHEROCYTOSIS—-MEIER 























H 
E 16 
M 14 
) 12° 
: fw 
tL 3 — 
8 
Qo <i B 
es t 
8 : — 19 c 
= 4 —“ 
4 4 & § Pe. 
N N G a 
s 2 .. 5 
an > + = ~ re) \ 
Ee -_ — — = a an es 
M M te 
16 nN G. Ce 
" ax 4 ¥ oO « 
t & Y . e 
T eS : 
, 10 — e e 
- e 
uU e a 
L t + 2 
+ 
ae : ° 
e . 
Y rs ° 
‘ 
* 
c 1 ce 
S — deed Lt Ler 
. 
| 
10 1 20 1 30 T 300 T 325 7 350 1 375 T TOOT 
ieee ts Oo F TIME 


of clinical jaundice had subsided. At this 
time the patient had regained 18 pounds 
and was markedly improved. An elective 
cholecystectomy is anticipated in the near 
future. 

On the patient’s first admission to Hotel 
Dieu it was discovered that a daughter, 
age 12 years, and a son, age 10 years, were 
anemic and had had periodic bouts of 
jaundice during most of their lives. The 
children had both been sickly and never 
seemed to recover completely even from 
minor illnesses. Physical examination of 
the children revealed icteric sclerae and 
skin and splenomegaly. The facial char- 
acteristics of these two children including 
sallow complexion, broadening of the fore- 
head and base of the nose, arched palate, 
and large prominent eyes with tendency to 
squint have been observed in many other 
patients with hereditary spherocytosis. 
There were no congenital anomalies pres- 
ent, however. 

Hematologic studies confirmed the diag- 
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nosis of hereditary spherocytosis in these 
two children. As illustrated in Table 1, 


TABLE 1 
SIBLINGS: OSMOTIC FRAGILITY STUDIES 


Female Age 12 yrs. 








Control 

Initial hemolysis: 12% (.43%) 

Complete hemolysis: 40% (.82%) 
Male Age 9 yrs. 

Initial hemolysis: -712% (.43%) 

Complete hemolysis: .36 % (.82%) 





the osmotic fragility studies were diag- 
nostic. Remaining laboratory findings are 
shown in Table 2. The anemia in these 
children is of moderate severity and dur- 
ing the interval that we have followed 
them, has not increased significantly. The 
reticulocyte counts initially were high and 
they, too, have consistently remained over 
10%. The Van den Bergh reaction is in- 
direct and has remained around the level 
shown. Hemoglobin electrophoresis yield- 
ed normal adult hemoglobin in both chil- 
dren. Splenectomy is anticipated in both 
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TABLE 2 
SIBLINGS: HEMATOLOGIC AND CHEMICAL FINDINGS 
Female Male 
(12 yrs.) (9 yrs.) 
Hemoglobin 9.7 gms. 9.7 gms. 
RBC 3,400,000 3,500,000 
Color index 0.9 0.9 
Reticulocytes 10.5% 12% 
WBC 15,800 13,700 
Platelets 200,000 150,000 
(Direct 
method) 
Hematocrit 27% 28% 
Van den Bergh 
Direct 0 0 
Indirect 5.3 mg. % 6.3 mg. % 





instances following the completion of the 
school year. 

The inheritance of the disease in these 
patients is uncertain beyond one genera- 
tion. The patient is of Italian descent. 
His father was a native of Italy, but im- 
migrated to this country as a young man. 
The mother is American. The patient has 
three brothers and three sisters. As far 
as we could determine by history, there 
has been no evidence of anemia, spleno- 
megaly, jaundice, or gall bladder disease 
in any member of the patient’s family. 
Other than the patient and his two chil- 
dren who have the disease, we have no 
confirmatory laboratory studies on any 
member of the patient’s family or their 


families. Without fragility studies and 
other hematologic work-up we cannot say 
with certainty that this represents a mu- 
tant gene which has expressed itself in a 
later generation, or whether a gene of 
low penetrance is involved. 


Summary 

Three cases of hereditary spherocytosis 
occurring in the same family have been 
presented. The father represents the com- 
plete form of the disease with long stand- 
ing anemia, splenomegaly, jaundice, chole- 
lithiasis and chronic leg ulcers. The pa- 
tient’s two children also have the disease 
with characteristic laboratory findings, 
but with a milder anemia. The inheritance 
of the disease cannot be traced back fur- 
ther than one generation due to lack of 
laboratory studies on the patient’s family. 

The diagnosis of hereditary spherocyto- 
sis should be considered in any patient 
with a family history of anemia, jaundice, 
or splenomegaly who presents himself 
with these symptoms, be they complete or 
mild in expression. Osmotic fragility 
studies in the complete form of the dis- 
ease are characteristic and indicate a cor- 
puscular defect. As in the patient pre- 
sented, splenectomy invariably effects 
complete alleviation of symptoms, though 
the erythrocyte defect persists. 


The New Orleans Medical and Surgical Journal 


This number closes the Fifth volume of the Journal; and although beset with 
difficulties and embarrassments from the commencement, yet we would fain hope it 
has acquired strength by age, and may now be regarded as one of the established 


medical periodicals of the country. 


Again we invoke the aid of the friends of the work to assist us by their pens, 
and otherwise, in forwarding and circulating the Journal. To a liberal and enlightened 
profession we must appeal for that generous support for which its members are so 


distinguished in every part of the world. 


New Orleans M. & S. J. 5:795 (May) 1849. 
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Editorial 


Aging --A Community Responsibility 


“It is not how old you are but how 
you are old that counts.” This epigram 
summarizes the situation with reference 
to about one tenth of our population, and 
presents a problem which is the concern 
of the whole community. 

We are told that some fifteen and a 
half million persons are 65 or older. It 
is expected in five years the number will 
be seventeen million six hundred thou- 
sand; and five years later still, nineteen 
million five hundred thousand. It is likely 
that the proportion of those above 65 will 
probably increase in the next decade. 


In the various comments that are pre- 
sented one would infer that persons of 
advanced years present a new problem, 
and that the science of medicine in provid- 
ing an increase in the life expectancy of 
the individual has increased social diffi- 
culties. This is only partly true. The 
aged have always been with us. What 
is new is that the proportion of aged 
among the population has increased. This 
is the result of the application of the 
principles of medical science to many 
phases of living, which include sanitation 


in a broad sense, application of the prin- 
ciples of healthful living more intimately, 
the successful care of many phases of the 
infectious diseases, and of some of the 
degenerative diseases, including tumors. 
In generations of the past these indi- 
viduals of advanced years found their ap- 
propriate places in the community life in 
a manner largely of their own choosing, 
and aside from the disabilities imposed 
by infirmity, continued to be useful and 
esteemed for their psychological and phy- 
sical contribution. In what is known as 
the modern age, two circumstances have 
contributed to a dislocation of this estab- 
lished relationship. What has been in- 
terpreted as imperative demands on the 
time of a large part of the individuals 
that make up a community have left an 
insufficient amount of time or concern 
for the aged. The other contributing fac- 
tor is arbitrary retirement at 62 or 65, 
which results in serious loss of the indi- 
vidual’s contribution to the community, 
and at the same time, produces in him a 
feeling of being useless, unwanted, and 
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with no prospect except the dismal one 
of waiting for the end. 

Such arbitrary handling of an individu- 
al’s life pattern necessarily produces an 
emotional reaction with a feeling of dis- 
location and depression. The idea that a 
human being, normal or otherwise, can 
direct his thoughts, hopes, and attain- 
ments along a given channel for thirty or 
forty years, and at the stroke of a clock 
redirect them in some new and different 
channel, indicates a total lack of compre- 
hension as to what makes up emotional 
stability and human happiness. 

We are the summation of our past. In 
providing, therefore, that the aging pro- 
cess can be as satisfactory as present 
knowledge would allow, the field has to 
be surveyed in its emotional, socio-eco- 
nomic, and medical aspects. These three 
react on each other. The emotional phase 
of the situation can be served only if the 
individual’s sense of importance and of 
his being useful are maintained, and he 
must be employed in a manner satisfac- 
tory to himself. The socio-economic phase 
is life’s central problem for most individu- 
als living in a highly organized society. 
This, equally with the emotional phase, 
is intimately bound up with the individu- 
al’s educational and social opportunities, 
extending over a lifetime. The medical 
aspect of this whole situation can be pre- 
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sented more closely to our view, and is 
susceptible of care and adjustment within 
our limits of knowledge. It cannot be ex- 
pected to correct deficiencies in the first 
two. However, it is said that medical 
science has provided these added years to 
the life of our senior citizens and now 
must provide them with the means of 
living those years satisfactorily. Such an 
assumption presumes on an amount of 
medical knowledge not presently at hand. 
It also presumes by such means to cor- 
rect deficiencies in related fields. Medi- 
cal science has achieved at least partial 
success in sanitation and hygiene, some- 
what less success and control in infections, 
but its ability at present to delay or mini- 
mize the effects of the degenerative dis- 
eases is negligible. 

The attempts to improve the status of 
those who are aging, by decree, would be 
as ineffective as it may be ludicrous. Ex- 
amples of this are enforced retirement, 
the Forand bill, and the various attempts 
to do for the aged what they would much 
prefer to do for themselves. 

Aging, therefore, is a community re- 
sponsibility. Preparations for its proper 
management must begin in early life and 
must include adequate attention by the 
individual in all three spheres of his life’s 
pattern. Only in such a manner can he 
grow old gracefully. 






The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


LOUISIANA STATE MEDICAL SOCIETY 
SURVEY 

Physicians have always had the reputation of 
being a very generous group—especially in car- 
ing for the indigent without charge. They have 
also enjoyed a good reputation for giving to 
worthy charitable, religious and civic causes. 

Despite this enviable reputation, little data 
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exists to show just how charitable physicians 
are and how much they contribute. Hence a 
survey was made to provide, for the first time, 
an indication of just what Louisiana physicians 
are doing along charitable lines. 


Unfortunately, figures on the charitable ac- 
tivities of other professional groups are not 
available for comparison. However, anyone who 
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reads the results will readily see that physicians 
justly deserve their reputation. 

To find out what Louisiana physicians con- 
tribute, a business reply type of post card was 
mailed to members of the Society with the July 
issue of CAPSULES. Members were asked to 
answer seven questions anonymously and re- 
turn the cards without delay. By October 1, 
464 physicians (19.5% of the Society’s mem- 
bership of 2,373) had returned the cards. 

In compiling the data, every possible effort 
was made to see that the results were accurate. 
It is for this reason that the number responding 
varied for each question. For example, when a 
card was marked “working full-time in a chari- 
ty hospital”, the hours were not included as free 
medical service. However, this same card was 
valid for use in questions concerning cash do- 
nations, hours spent in civic activities, etc. 

If it can be assumed that the figures arrived 
at in the survey are indicative of an “average” 
member of the Society, the total contributions 
made by Louisiana physicians are truly impres- 
sive. For instance, by dividing 52 weeks into 
237, we find that the “average” doctor in the 
survey contributed over four and one-half hours 
per week in free medical service. The same can 
be done with most of the answers. 

Where possible, a breakdown was made for 
each question. Members should find this inter- 
esting as it will allow them to gauge their activi- 
ties with those of their colleagues. 

Recently, the Dade County Medical Society 
(Florida) made a similar survey, but most of 
the questions were different. Where it is pos- 
sible to compare, Louisiana physicians made an 
excellent showing. For instance, the Dade Coun- 
ty survey showed the average physician contrib- 
uted 2.9 hours per week in treating indigent 
patients, versus 4.5 hours for those in the 
Louisiana survey. 


FINAL RESULTS 
A total of 464 doctors or 19.5 percent of the 
Society’s active membership of 2,373 partici- 
pated in the survey. The number of replies 
varied for each question because some did not 
answer all questions. When range estimates 
were given, (e.g., 250-300) an average was used. 


1. Estimated hours of free medical service per 


year: 
Average Per Doc- 
Replies Total Hours tor Per Year 
440 104,428 237 free hours 


Thirty-six doctors reported rendering aver 500 
hours of free medical service per year. A 
breakdown of the “highs” (over 500. hours) 
shows: wa 


Number of Number of 
Hours Doctors % of Replies 
500-600 18 4.0 
601-700 11 2.5 
over 700 7 1.5 


In the “low” group (those reporting less than 
75 hours) there were 49 doctors. 


Number of Number of 
Hours Doctors % of Replies 
4-24 9 2.0 
25-49 11 2.5 
40-77 29 6.5 


2. Dollar value of free service rendered by 
members: 
Average Per Doc- 


Replies Total Value tor Per Year 
437 $1,543,273 $3531.51 
Amount Number of 
Reported Doctors “c of Replies 
$ 100 or less 3 Pi 
$ 100-$ 500 29 6.6 
$ 501-$1000 67 15.3 
$1001-$2000 89 20.3 
$2001-$3500 99 22.6 
$3501-$5000 67 15.3 

over $5000 83 18.9 


3. Hours spent per year in TOTAL medical 
service (paid and free) per year, but ex- 
cluding staff meetings, professional confer- 
ences, research, etc.: 

Average Hours 

Per Doctor 
2851 hours 


Replies Total Hours 

409 1,165,932 

4. Number of patients treated without charge 
per year: 

Number Free Average Free Pa- 


Replies Patients tients Per Doctor 
401 136,743 341 
Free Number of 
Patients Doctors % of Replies 
under 25 34 8.4 
26-50 59 14.7 
51-100 65 16.2 
101-200 56 13.9 
201-300 58 14.4 
over 300 129 32.1 


5. Hours spent annually in professional affairs, 
aside from treating patients (hospital, medi- 
cal society, and committee meetings, confer- 
ences, research, specialty groups, etc.) : 

Average Per 
Doctor 

217 hours 


Replies Total Hours 
437 94,925 


Number of Number of 


Hours Doctors % of Replies 
less than 50 40 9.1 

51-100 168 38.4 

101-200 126 28.8 
over 200 103 23.5 
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6. Hours spent annually in civic activities, 
church work, public service, community pro- 
ject participation, etc.: 


7. Cash donations to charity, welfare drives and 
other beneficiaries: 


Average Per 





Average Per Replies Total Amount Doctor 
Replies Total Hours Doctor “ ; 
z 454 5498,896 $1098.88 
454 47,991 106 hours $ $ 
Number of Number of Cash Number of 
Hours Doctors “ of Replies Donations Doctors “% of Replies 
0 46 10.1 Less than $100 5 1.1 
10 or less 32 7.0 $ 100-$ 250 64 14.1 
11-24 25 5.5 $ 251-$ 500 114 25.1 
25-50 100 22.0 $ 501-$1000 119 26.2 
51-100 136 29.9 $1001-$2000 101 22.2 
over 100 115 25.3 over $2000 51 11.2 
Oy 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
Society Date Place 
Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday ef every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 
every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


DR. FORET GETS HOSPITAL POST 

Dr. Justillien H. Forest has been appointed to 
the medical directorship of De Paul hospital, the 
hospital announced recently. 

Dr. Foret succeeds the late Dr. Walter J. Otis, 
who served as medical director from January, 
1937, until his death last June. 

Appointment of Dr. Foret was made by Sister 
Mary Alice, hospital administrator, and the hos- 
pital governing board. His selection was en- 
dorsed by the executive committee of the visit- 
ing staff of physicians. 

A native of Thibodaux, Dr. Foret is a gradu- 
ate of Loyola University and Louisiana State 
University medical school. Following a two-year 
internship at the Los Angeles County general 
hospital he was a general practitioner in Thibo- 
daux for four years. 

Dr. Foret received his psychiatric training at 
Worcester State hospital, Worcester, Mass. He 
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served as a clinical director at Blythewood San- 
itarium in Greenwich, Conn. for five years be- 
fore coming to De Paul hospital in 1952. 

Prior to being appointed medical director, Dr. 
Foret was clinical director at De Paul. 


SEMINAR IN RECONSTRUCTIVE NASAL 
SURGERY 

A seminar in “Reconstructive Surerery of the 
Nasal Septum and External Nasal Pyramid”’ will 
be held in New Orleans, February 10-13, under 
the auspices of the Department of Otolaryng- 
ogoly (Dr. Val Fuchs, chairman), Louisiana 
State University Medical School, and the Charity 
Hospital. 

The American Rhinologic Society will co-oper- 
ate in the presentation. Its founder, Mr. Maur- 
ice H. Cottle, professor of otolaryngology, Chi- 
cago Medical School, will be the guest director, 
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and Dr. H. Ashton Thomas of L. S. U. will be 
the executive director. 

The seminar will offer talks by Dr. Cottle and 
others who have been invited to participate in 
an international course to be given in Mexico 
City, July 4-15, under the auspices of the Es- 
cuela Nacional de Medicina Division del Doc- 
torado, and the American Rhinologic Society. 

For further information, write to Dr. Robert 
M. Hansen, secretary of the American Rhino- 
logic Society, 1735 North Wheeler Avenue, Port- 
land 12, Oregon. 


PLAQUE AWARDED SHREVEPORT 
DOCTOR BY DIABETES 
ASSOCIATION 

The Diabetes Association of Louisiana recent- 
ly awarded Dr. Arthur A. Herold, Sr., of Shreve- 
port, a plaque in recognition of his contributions 
to work in the field of diabetes. Dr. F. W. Pic- 
kell of Baton Rouge presented the plaque at the 
ninth annual one-day scientific session which 
was held on Saturday, November 7. 

Dr. Herold graduated from Tulane University 
School of Medicine in 1907. He founded the 
North Louisiana Sanatarium and was its presi- 
dent and manager for several years. He also has 
served as pathologist to both Shreveport Charity 
Hospital and the North Louisiana Sanitarium. 
He is a former president of the Caddo Parish 
Medical Society and of the Diabetes Association 
of Louisiana. 

Dr. Herold is a former governor for the Ameri- 
can Diabetes Society in Louisiana, councilor for 
the Southern Medical Association, and is a life 
member of the American College of Physicians. 
He has served as a state delegate to the Ameri- 
can Medical Association for several years and 
will continue in that capacity again this year. 


SECTIONAL MEETING 
AMERICAN COLLEGE OF SURGEONS 
January 21-23, 1960 

Surgeons and related medical personnel are 
invited to attend the three-day Sectional Meet- 
ing of the American College of Surgeons in 
Louisville, Kentucky, January 21 through 23, 
1960. Headquarters will be The Brown Hotel. 
This is the first College meeting in Louisville 
since 1950. 

Dr. Rudolf J. Noer, Professor and Depart- 
ment Head, University of Louisville School of 
Medicine, is Chairman of the Advisory Commit- 
tee on Local Arrangements. Assisting him are 
the following Fellows of the College: James C. 
Drye, K. Armand Fisher, Samuel H. Flowers, 
Everett G. Grantham, L. A. Gray, Douglas M. 
Haynes, Coleman C. Johnston, D. W. Kinnaird, 
Hugh B. Lynn, Condict Moore, W. Vinson Pierce, 
R. W. Robertson, Clyde C. Sparks, C. Dwight 
Townes, and William C. Wolfe. 


In addition to the general surgery program 
which will be of particular interest to gynecolo- 
gists, thoracic surgeons, vascular surgeons, and 
urologists. Dr. C. Dwight Townes is in charge 
of arrangements for a special two-day ophthal- 
mic surgery program. Dr. William C. Wolfe has 
planned a special two-day program for otolar- 
yngologists, and Dr. James C. Drye is in charge 
of a Cancer Program Workshop for Medical 
Directors of Approved Cancer Programs, to be 
held at Louisville General Hospitals. 

Clinics of interest for general surgeons, pedi- 
atric surgeons, and gynecologists-obstetricians 
will be held Saturday at Louisville General Hos- 
pital (participants are staff members of the 
hospital). 

Medical motion pictures of special interest for 
this meeting will be shown during the three days. 

Dr. H. Prather Saunders, Associate Director, 
The American College of Surgeons, is in charge 
of all Sectional Meetings for the College. 

The program follows, in part: 

Surgery in the Patient with Heart Disease: 
Some Aspects of Pre- and Post-operative 
Management. Edmund D. Pellegrino, Lex- 
ington. 

Selection of Therapy for Peripheral Arterial 
Disease. W. Andrew Dale, Nashville. 

Management of Acute Arterial Injuries. W. 
Sterling Edwards, Birmingham. 

Practical Techniques in Burn Care. Curtis P. 
Artz, Jackson. 

Role of Surgery in Thyroid Disease. Richard 
B. Cattell, Boston. 

Pitfalls in Surgery of Biliary Tract. Francis 
M. Massie, Lexington. 

Indications for Surgery in Gastric Ulcer. Ed- 
ward R. Woodward, Gainesville, Florida. 

Hazard of Air Embolism. Henry G. Hollen- 
berg, Little Rock. 

Everyday Low Back Problems. George K. 
Carpenter, Nashville. 

Urinary Diversion. Eugene M. Bricker, St. 
Louis. 

The Ovarian Cyst: Diagnosis and Treatment. 
John C. Burch, Nashville. 


Symposium on Cancer: 

Irradiation Vs. Surgery in Cancer of the 
Cervix. Ralph A. Reis, Chicago, and Con- 
dict Moore, Louisville. 

Choice of Ablative Surgery for Recurrent 
Breast Cancer. George B. Sanders, Louis- 
ville, John C. Burch, Nashville, Henry G. 
Hollenberg, Little Rock. 

Hormonal Therapy Vs. Radical Excision in 
Cancer of the Prostate. Justin J. Cor- 
donnier, St. Louis, Robert Lich, Jr., Louis- 
ville. 
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FIRST AID FOR SPINAL CORD INJURIES 
EXPLAINED 

All injured persons who are unconscious or 
who complain of back or neck pain should be 
treated as though there were an injury to the 
spinal cord, according to an Indiana physician. 

With careful treatment, more severe damage 
to the spinal cord may be avoided, Dr. Leslie 
W. Freeman, Indianapolis, wrote in a guest edi- 
torial in the Sept 5 Journal of the American 
Medical Association. 

A surprising degree of function can be at- 
tained after severe spinal cord injury, he said, 
but it is frequently the early handling of the 
patient that determines the ultimate outcome. 

When a person is injured, he is usually first 
handled by a person untrained in medicine, and 
“it is amazing’’ how frequently they respond 
“instinctively toward proper handling,’’ Dr. Free- 
man said. 

However, he offered some suggestions for 
proper handling of the patient with a back or 
neck injury. The patient should be left unmoved 
until a physician arrives. 

Then when he is moved, he should be moved 
‘in one piece” without change in the vertebral 
alignment and never in a sitting or semireclin- 
ing position. 

If the patient can move his hands but not his 
legs, the spinal cord injury is below the neck. 
If he cannot move his hands, the injury is in 
the neck region, and the neck and head must be 
kept in perfect alignment with the body. 

If the injury is below the neck enough per- 
sons must be present to lift the patient in such 
a way that the spinal alignment is not changed, 
and he should be placed on a stretcher (which 
might have to be improvised of boards) fully 
extended with the face down, Dr. Freeman said. 

When the injury is in the neck area, the most 
convenient method for immobilizing the head is 
to wrap a tapered roll of heavy cloth around the 
neck until the bundle comes to the jutting end 
of the chin. The patient should be transported 
in a face-up position to facilitate breathing. 

When the patient is being moved, someone 
should keep him from shifting and rolling about. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The next scheduled examinations (Part II), 
oral and clinical, for all candidates, will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from April 11 
through 16, 1960. Formal notice of the exact 
time of each candidate’s examination will be sent 
him in advance of the examination dates. 


Candidates who participated in the Part I ex- 
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aminations will be notified of their eligibility 
for the Part II examinations as soon as possible. 

Current Bulletins of the American Board of 
Obstetrics and Gynecology, outlining the require- 
ments for application, may be obtained by writ- 
ing to Robert L. Faulkner, M. D., 2105 Adelbert 
Road, Cleveland 6, Ohio. 


LOUISIANA TRUDEAU SOCIETY 
ANNOUNCES SCHARSHIP IN 
TUBERCULOSIS AND PULMONARY 
DISEASES 

The Louisiana Trudeau Society, medical sec- 
tion of the Louisiana Tuberculosis Association, 
has established a scholarship in Tuberculosis 
and Pulmonary Dieases, which will be awarded 
annually to a young physician who has exhibited 
unusual aptitude and interest in this field and 
who desires to further his postgraduate educa- 
tion in this specialty. 

The first scholarship has been awarded to Dr. 
Robert L. Andreae, Resident Physician in Cardio- 
pulmonary Research, Veterans Administration 
Hospital, New Orleans, Louisiana. Dr. Andreae 
will attend a postgraduate course on Pulmonary 
Function, sponsored by the American Trudeau 
Society at Boston City Hospital, Boston, Massa- 
chusetts in March 1960. 


6,860 STUDENTS RECEIVE M.D. DEGREES 
IN 1958-59 

In its annual comprehensive ‘report on all 
aspects of medical education, the Council on 
Medical Education and Hospitals of the Ameri- 
can Medical Association announced that the 
1958-59 graduating class receiving the M.D. 
degree numbered 6,680, only one less than in 
1957-58. 

These two classes were the largest except 
for the 1954-55 year when the class was 6,977. 
The increase in that term was occasioned by 
including as graduates the 50 students com- 
pleting the intern year then required by Stan- 
ford University. 

According to the council’s report, which ap- 
peared in the Nov. 14 issue of the Journal of 
the American Medical Association, 43 medical 
schools had decreases in the number graduated 
while 34 schools experienced increases. 

Women comprised 5.4 per cent of the gradu- 
ating class and comprised 5.9 per cent of the 
Canadian 1958-59 graduating class. 

Much of the council’s report dealt with edu- 
cational opportunities for the number of medi- 
cal students considered adequate to _ satisfy 
medical service needs in a vastly growing pop- 
ulation. 
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Pediatric Cardiology; by Alexander Nadas, Phil- 
adelphia, Pa., W. B. Saunders Company, 1957. 
Pp. 587. Price $12.00. 

‘Dr. Nadas has not given us a meritricious text- 
book replete with the ancient wisdoms, but rather 
a piquant summation of ten years’ work in the 
nascent field of children’s heart disease. He pre- 
sents the material as a clinician discussing the 
problems and drawing freely from the number 
of disciplines within cardiology to make his 
points and to establish the diagnosis and rationale 
of therapy. There are frequent examinations of 
alternative plans of management, each followed 
with the author’s personal experience, and a 
summation of what he considers wisest at present. 

The initial portion of the book is devoted to 
brief clinical appraisals of the basic techniques 
of physical examination, fluoroscopy, electrocar- 
diography, phonocardiography, cardiac catheter- 
ization, and angiocardiography. He uses electro- 
cardiography as a definitive aid in the larger 
problem of identification of the cardiac lesion. 
That which has been found empirically reliable 
is dealt with, and lesser niceties are left to 
texts of electrocardiography. The section on 
arrhythmias is succinct, but practical. 

The measurement of shunts and absolute pul- 
monary and systemic blood flows, again while 
probably adequate for most clinical purposes, 
lacks some of the refinements used in many 
cardiopulmonary laboratories. Obtaining “basal” 
oxygen consumption in a child is often an insur- 
mountable task. Employing the Van Slyke oxy- 
gen analysis considerably limits the number of 
samples that can be studied and often may lead 
to over simplification or extreme complication 
of catheterization data. 

In the second portion of the book dealing with 
acquired heart disease, practical considerations 
of rheumatic heart disease, bacterial endocarditis, 
and the arrhythmias are presented. The position 
is taken that any evidence of rheumatic carditis 
is an indication for steroid therapy. The dosage 
used is large. Differences between childhood 
rheumatic fever and its adult manifestations 
are presented. In view of the recent surgical 
advances more pathological discussion would be 
desirable. Congestive failure is handled briefly 
with a presentation of the author’s views after 
a short theoretical discussion. Problems of elec- 
trolyte balance are omitted. 

The third portion of the book is an excellent 
summation of practical problems in congenital 
heart disease. Here the author brings his ex- 
tensive experience to bear in a systemic manner 
to get as close as possible to the exact anatomical 
and hemodynamic diagnosis. Sections include left 
to right shunts, valvular and vascular lesions 
with either right to left or no shunt, and a com- 
prehensive grouping of the transpositions. With- 


in each of these groups the individual lesion is 
presented with a short, often too short, discussion 
of pathology. The physiological portions are 
simply presented, readable, but at times as with 
atrial septal defect, open to minor question. The 
clinical findings with good discussions of differ- 
ences at various age groups and varying sized 
defects is presented next. The clinical course, 
differential diagnosis and management, conclude 
each section. The author’s hesitancy to recom- 
mend open heart surgery is in contrast to the 
enthusiastic and excellent reports from other 
groups of workers. Pump oxygenators had not 
been used at the author’s hospital. 

The final portion of the book deals with a 
vital but too often neglected topic of anesthesia in 
children’s heart disease, prepared by Dr. Robert 
Smith of their anesthesiology department. The 
section is brief and points up the absolute neces- 
sity of care, preparation, and of availability of 
equipment. 

There is a generous reference list containing 
many of the leading articles in the field. 

Dr. Nadas’s book is to be highly recommended 
as a welcome addition to the field of cardiology. 
His purpose is to give a handbook that is simple 
and clinical. He has abundantly accomplished 
his goal. 

ALBERT L. HYMAN, M. D. 


Diseases of the Esophagus; by J. Terracol and 
Richard H. Sweet, Philadelphia, W. B. Saun- 
ders and Co., 1958. 

This is one of those books that causes the 
reader to ponder why the book was written. It 
is an industrious piece of work, well illustrated, 
but containing little information not available in 
existing textbooks. 

Frep M. HunNTER, M. D. 


PUBLICATIONS RECEIVED 

Doubleday & Co., Inc.; Garden City, N. Y.: 
Babies by Choice or by Chance, by Alan F. Gutt- 
macher, M. D. 

E. & S. Livingstone Ltd., London: Relaxa- 
tion and Exercise for Natural Childbirth, by 
Helen Heardman. 

Prentice-Hall, Inc., N. Y.: The Life Extension 
Foundation Guide to Better Health, by Harry 
J. Johnson, M.D. 

Charles C Thomas, Publisher, Springfield, IIl.: 
Gouty Arthritis and Gout; An Ancient Disease 
with Modern Interest, by Thomas E. Weiss, 
M.D., and Albert Segaloff, M.D.; Sexual Im- 
potence In the Male, by Leonard Paul Wershub, 
M. D. 

Vantage Press, Inc., N. Y.: Observations on 
Direct Analysis”; The Therapeutic Technique of 
Dr. John N. Rosen, by Morris W. Brody. M. D. 
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INDEX TO VOLUME ONE HUNDRED AND ELEVEN 
January, 1959——-December, 1959 


SUBJECT INDEX 


A 

ABRASION 
Therapeutic: See Planing 

ACCIDENTS 
Automobiles: See Automobiles 

ACHALASIA 
nature of, (Barborka) 156 

ADDICTION 

5 ee addicts and the control of narcotic traffic, 

ADENOMA 
pancreas, associated with peptic ulcer, (Judd) 281 

AGED: See Old Age 

AGING: See Old Age 

ALLERGY 
precipitating factors in asthma, (Ogden & Fuchs) 175 
upper respiratory tract oa children, otolaryngologic man- 

agement (Anderson) 2 

AMERICAN ACADEMY oF PEDIATRICS 
report by ~ acane ne > on juvenile delin- 

quency, (Tilbury & Grulee) 

AMERICAN ASSOCIATION N OF MEDICAL ASSISTANTS 
formation nationally i - _ and locally in 1958, 279 
states now affiliated, 

AMERICAN MEDICAL ‘ASSOCIATION 
osteopaths, action of the House of Delegates, 271-Ed. 

report of Commission on Medical rd 5 aa 141-Ed. 

AMERICAN OSTEOPATHIC ASSOCIATION 
objects of association, change in, and ll of AMA in re 

relations of Physicians, 271-Ed 

ANCYLOSTOMIASIS 
intestinal, treatment, (Swartzwelder) 394 

ANEMIA 
spherocytic, hereditary, occurring in three members of 

one family, (Meier) 472 

ANGIOG OGRAPHY : See Arteries, roentgen study 

ANTIBIOTICS 
extremity perfusion with, new treatment for osteomye- 

litis, (Ryan & others) 113 
glucosamine-potentiated, prophylactic use in emergency 
abdominal and gastrointestinal surgery, (Thian & 
Kahle) 49 
use in management of shock controversial, (Brown) 327 
ANTICHOLINERGIC DRUGS 


therapy in duodenal ulcer, current or changing concepts, 


(McHardy & others) 290 
ANTICOAGULANTS 
treatment of cerebr lar di , place in, (Batson & 





Birchall) 92 
ANURIA: See Urine, suppression 
AORTIC VALVE 
calcification, surgery using extracorporeal circulation, 
(Creech & others) 319 
ARGENTAFFINOMA: See Carcinoid 
ARRHYTHMIA: See Tachycardia 
ARTERIES 
carotid, reconstructive surgical procedures for cerebro- 
insuffi Ys (DeCamp & Ochsner) 85 
carotid, stenosis causing ‘“‘little strokes,’’ surgical treat- 
ment, (DeCamp in discussion Creech & others) 319 
cerebrovascular insufficiency, clinical diagnosis, (Soniat) 
79 





coronary occlusion followed by pregnancy; a review of 
the literature and report of two cases, (Holoubek & 
others) 447 

disease, acute focal cerebral ischemia, (Kirgis & Llewellyn) 
94 


disease, cerebrovascular, place of anticoagulants in treat- 
ment, (Batson & Birchall) 92 
renal, narrowing causing hypertension, nephrectomy for, 
(DeCamp i in discussion of Creech & others) 319 
a study, carotid and vertebral angiography in 
reb mes ed (Jackson) 82 
ARTERIOSCLEROSI 
etiology of stenotic a relieved by surgical procedures, 
(DeCamp & Ochsner) 85 
ARTHRITIS, RHEUMATOID 
therapy, methylprednisolone, (McMahon & Gordon) 201 
ARTHROPLASTY 
“J wad prosthesis; sovereign remedy or profligate tool, 
Wickstron & others) 51 
ARTIFICIAL NEPHRON: See Kidneys, disease 
ASCARIASIS 
intestinal, treatment, (Swartzwelder) 394 
ASPERGILLOSIS 


pulmonary, lung biopsy for obscure lesions, (Craighead) 
256 


ASTHMA 
fundamentals in management, (Ogden & Fuchs) 175 
ATARAXICS 
meprobamate-sparine, quieting effect on psychotic pat- 
ients, (Frain) 308 
ATHEROSCLEROSIS: See Arteriosclerosis 
ATTORNEYS: See Medicine and the Law 
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AUDIOLOGY 
office, (Montgomery) 132 
AUTOMOBILES 
accidents, elbow out of window injuries, (Rieth) 220 
B 
BACK 


low, symptoms, necessity for preplacement evaluation to 
reduce number of “industrial backs, Crookshank & 
Warshaw) 267 
BILE DUCT 
surgery of, and of the gallbladder, (Colcock) 41 
BIOPSIES 
ung, for obscure pulmonary lesions, (Craighead) 256 
BLADDER 
symptoms in prostatism, differential diagnosis, (Vildibill 
251 
BLOOD 
Circulation, extra corporeal: See Oxygenator-Pump 
circulation, in shock, (Brown) 327 
spherocytosis, hereditary, report of three cases, (Meier 
472 


transfusion in traumatic and surgical shock, (Brown) 327 
transfusion in upper gastrointestinal tract hemorrhage, 
(Stander & Cacioppo) 387 
BLOOD PRESSURE, HIGH 
treatment, long-term, with rauwolfia serpentina (Rau- 
dixin) (Gregoratti) 164 
BLOOD VESSELS: See also Arteries 
cerebrovascular insufficiency, reconstructive procedures, 
(DeCamp & Ochsner) 85 
BRAIN 
acute focal cerebral ischemia, (Kirgis & Llewellyn) 94 
cerebrovascular insufficiency, reconstructive surgical pro- 
cedures, (DeCamp & Ochsner) 85 
vascular insufficiency, clinical diagnosis, (Soniat) 79 
cerebrovascular insufficiency, place of anticoagulants in 
treatment, (Batson & Birchall) 92 
hemorrhage, (stroke), factors in pathogenesis, symptoms 
and signs in clinical diagnosis of cerebrocascular insuf- 
ficiency, (Soniat) 79 
BREAST 
cancer, present controversy in treatment of female breast 
carcinoma, (Abramson) 193 


BOOK REVIEWS 
Abstracts 
J. A.M. A. Clinical Abstracts of Diagnosis and Treatment, 
(Frohman) 236 
Adler, Francis H., Gifford’s Textbook of Ophthalmology, 148 
Anitomy 
New oasesdts Techniques of Neuroanatomy, (Windle) 446 
Animals 
Movement of the Heart and Blood in Animals; An Anato- 
mical Essay by William Harvey, (Franklin) 410 
Arteries 
Pathogenesis of Coronary Occlusion, (Morgan) 112 
Artz, Curtis P., and Reiss, Eric, The Treatment of Burns, 
410 


Atlas 
Atlas of Clinical Endocrinology, (Lisser-Escamill) 370 
Bancroft, Huldah, Introduction to Biostatics, 280 
Barrow, David W., The Clinical Management of Varicose 
Veins, 318 
Biology 
Medical Radiation Biology, (Ellinger) 370 
Biostatics 
Introduction to Biostatics, (Bancroft) 280 
oe D. A. K., Essentials of Fluid Balance, 148 
Bl 


Movement of the Heart and Blood in Animals; An Anatom- 
ical Essay by William Harvey, (Franklin, translator) 410 
Some Milestones in the History of Hematology, (Dreyfus 
236 
Burns 
Treatment of Burns, (Artz & Reiss) 410 
Cancer 
Chemosurgery in Cancer, Gangrene, and Infections, 
(Mohs) 370 
Cardiovascular System 
Pathogenesis of Coronary Occlusion, (Morgan) 112 
Pediatric Cardiology, (Nadas) 482 
Chemosurgery in cancer, Gangrene, and Infections, (Mohs 
370 
Circulation: See Blood 
Clinical and Immunologic Aspects of Fungous Diseases, 
(Wilson) 410 
Clinical Gastroenterology, (Palmer) 78 
Clinical Management of Varicose Veins, (Barrow) 318 
Coleman, Lester L., and Chase, Francine, A Visit to the 
Hospital, 40 
Dermatologist’s Handbook, (Welsh) 112 
Diagnosis 
J. A.M. A. Clinical Abstracts of Diagnosis and Treatment, 
(Frohman) 236 
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SUBJECT INDEX 
Disease 
Clinical and Immunologic Aspects of Fungous Diseases, 
(Wilson) 410 


Diseases of the External Ear, (Senturia) 409 
Diseases of the Esophagus, (Terracol & Sweet) 482 
May’s Manual of the Diseases of the Eye, (Perera) 410 
Dreyfus, Camille, Some Milestones in the History of Hema- 
tology, 236 
Duffy, John, editor, The Rudolph Matas History of Medicine 
in Louisiana, 1 
Ear: See Otorhinolaryngology 
Ellinger, Friedrich, Medical Radiation Biology, 370 
Endocrinology 
Atlas of Clinical Endocrinology, (Lisser-Escamill) 370 
Esophagus 
Diseases of Esophagus, (Terracol & Sweet) 482 


Essentials of Fluid Balance, (Black) 148 

Eyes: See Ophthalmology 

Fluid 
Essentials of Fluid Balance, (Black) 148 
Technique of Fluid Balance, (Tovey) 78 

Franklin, Kenneth J., translator, Movement of the Heart 
and Blood in Animals; An Anatomical Essay by William 
Harvey, 410 

Freedom 
Road to Inner Freedom, Gpsce) 148 

Frohman, I. Phillips, J. A. M. A. Clinical Abstracts of Diag- 
nosis and Treatment, 336 

Fungi 
Clinical and Immunologic Aspects of Fungous Diseases, 

(Wilson) 410 


Gangrene 
Chemosurgery in Cancer, Gangrene, and Infections, 
(Mohs) 370 


Gastrointestinal Tract 
Clinical Gastroenterology, (Palmer) 78 
Gifford’s Textbook of Ophthalmology, (Adler) 148 
Glorig, Aram, Jr., Noise and Your Ear, 446 
Harvey, William, Movement of the Heart and Blood in 
Animals, translated by Kenneth J. Franklin, and now 
published for the Royal College of Physicians of London, 
410 
Heart 
Movement of the Heart and Blood in Animals; An Anatom- 
ical Essay by William Harvey, (Franklin) 410 
Hematology: Blood 
Histology 
Textbook of Histology, (Maximow & Bloom) 370 
Hormones: See Endocrinology 
Hospitals 
A Visit to the Hospital, (Coleman & Chase) 40 
Human Ear Canal, (Perry) 409 
Industry 
Practical Psychiatry for Industrial Physicians, (Ross) 78 
Infections 
Chemosurgery in Cancer, Gangrene and Infections, (Mohs 
370 


Introduction to Biostatics, (Bancroft) 280 

J. A. M. A. Clinical Abstracts of Diagnosis and Treatment, 
(Frohman) 236 

Lippman, Richard W., Urine and Urinary Sediment, 40 

Lisser-Escamill, Atlas ‘of Clinical Endocrinology, 370 

Louisiana 
The Rudolph Matas History of Medicine in Louisiana, 

(Duffy, ed.) 19 

Manual of Pharmacology and Its Applications to Therapeu- 
tics and Toxicology, (Sollman) 280 

Masserman, Jules H., and Moreno, T. L., Process of Psycho- 
therapy, 112 

Maximow, Alexander, and Bloom, William, Textbook of 
Histology, 370 

May’s Manual of the Diseases of the Eye, (Perera) 410 

Medical History 
aa Milestones in the History of Hemato ogy, (Dreyfus 


236 
The Rudolph Matas History of Medicine in Louisiana, 
(Duffy, ed.) 192 
Medical Radiation Biology, (Ellinger) 370 
Mohs, Frederick E., Chemosurgery in Cancer, Gangrene 
and Infections, 370 
Morgan, A. D., The Pathogenesis of Coronary Occlusion, 112 
Movement of the Heart and Blood in Animals; An Anatomi- 
cal Essay by William Harvey, (Franklin) 410 
Nadas, Alexander, Pediatric Cardiology, 482 
Neurology 
ew Research Techniques of Neuroanatomy, (Windle) 446 
Noise and Your Ear, (Glorig) 446 
Nose: See Otorhinolaryngology 
Ophthalmology 
Gifford’s Textbook of Ophthalmology, (Adler) 148 
May’s Manual of the Diseases of the Eye, (Perera) 410 
Otorhinolaryngology 
Diseases of the External Ear, (Senturia) 409 
Ear, Nose, and Throat Dysfunctions Due to Deficiencies 
and Imbalances, (Roberts) 370 
Noise and Your Ear, (Glorig) 446 
The Human Ear Canal, (Perry) 409 
Palmer, Eddy D., Clinical Gastroenterology, 78 
Pathology 
Pathogenesis of Coronary Occlusion, (Morgan) 112 
Pediatric Cardiology, (Nadas 
mS — A., May’s Manual of the Diseases of the 
ye, 4 
Perry, Eldon T., The Human Ear Canal, 409 
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Pharmacy 
Manual of Pharmacology and Its Applications to Thera- 
peutics and Toxicology, (Sollman) 280 
Pneumoencephalography, (Robertson) 318 
Practical Psychiatry for Industrial Physicians, (Ross) 78 
Process of Psychotherapy, (Masserman & Moreno) 112 
Psychiatry 
Practical Psychiatry for Industrial Physicians, (Ross) 78 
Psychotherapy 
Process of Psychotherapy, (Masserman & Moreno) 112 
Radiations and Radioactivity 
Medical Radiation Biology, (Ellinger) 370 
Researc 
New Research Techniques of Neuroanatomy, (Windle) 446 
Road to Inner Freedom, (Spinoza) 148 
Roberts, Sam E., Ear, Nose, and Throat Dysfunctions Due to 
Deficiencies and Imbalances, 370 
Robertson, E. Graeme, Pneumoencephalography, 318 
Roentgenology 
Medical Radiation Biology, (Ellinger) 370 
Rudolph Matas 
The Rudolph Matas History of Medicine in Louisiana, 
(Duffy) 192 
Senturia, Ben H., Diseases of the External Ear, 409 
Sollman, Torald, Manual of Pharmacology and Its Appli- 
cations to Therapeutics and Toxicology, 280 
Some Milestones in the History of Hematology, (Dreyfus) 236 
Spinoza, Baruch, The Road to Inner Freedom, 148 
Technique of Fluid Balance, (Tovey) 78 
Vessel, J. and Sweet, Richard W., Diseases of the Esopha- 


gus 
Textbood of Histology, (Maximow & Bloom) 370 
Therapeutics: See also Pharmacy 
J. A.M. A. Clinical Abstracts of Diagnosis and Treatment, 
(Frohman) 236 
Manual of Pharmacology and Its > to Thera- 
peutics and Toxi zy, (S } 28 
Throat: See thee mee tlh 
Tovey, Geoffrey, Technique of Plaid Balance, 78 
Toxicology 
Manual of Pharmacology and Its Applications to Thera- 
peutics and Toxicology, (Sollman) 280 
Treatment of Burns, (Artz & Reiss) 410 
Urine 
Urine and the Urinary Sediment, (Lippman) 40 
Varicose Veins 
Clinical Management of Varicose Veins, (Barrow) 318 
Visit to the Hospital, (Coleman & Chase) 4 
Welsh, Ashton, The Dermatologist’s Handbook, 112 
Wilson, Walter J., Clinical and Immunologic Aspects of 
Fungous Diseases, (Wilson) 410 
Windle, William F., New Research Techniques of Neuro- 
anatomy, 446 





CANCER: See also under name of organ or region affected 

breast, female, present controversy in treatment, (Abram- 
son) 193 

choriocarcinoma with metastasis, sequel of hydatidiform 
mole, (Dougherty & Reiner) 461 

diagnosis, differential in prostatism, (Vildibill) 251 

pul ys el biopsy for, (Craighead) 256 

skin, prophylactic planing of aged patients, (Burks) 169 

thyroid, possible correlation between irradiation and sub- 
sequent car (B & others) 379 

Te University, then Detection Clinic, (Schenthal) 


CARCINOID 
general consideration, 7 illustrative cases, (Harris) 8 
CARCINOMA: See Cancer 
Argentaffin: See Carcinoid 
CARDIOLOGY: See Heart 
CARDIOSPASM: See Stomach 
CATARACTS 
congenital in children, management, (Ellis & Haik) 56 
surgery; operative technique, (Breffeilh) 437 
CELLS 
cytomegalic inclusion disease: another cause for neonatal 
jaundice, (‘Sanders & van Gelder) 21 
CEREBRAL: See Brain 
CEREBROVASCULAR: See Brain 
CESAREAN SECTION 
and total hysterectomy, (Schneider & Tyrone) 456 
CHILDREN: See also Infants; Pediatrics; under names of 
specific diseases 
combined otolaryngologic and allergic management of the 
child with upper respiratory allergy, (Anderson) 224 
congenital cataracts, management, ( 3) llis & Haik) 56 
delinquency, juvenile, medical aspects, (Tilbury & Gru- 
lee) 120 
having special medical needs, financial aid by Louisiana 
State Department of Welfare to low income families, 
(Hailey & Martin) 98 
CHLORPROPAMIDE: See Sulfonylureas 
CHOLECYSTITIS: See Gallbladder 
CIRCULATION: See Blood, circulation 
CLINIC 








Cancer Detection Clinic, Tulane University, (Schenthal) 432 
Vulvar, at Tulane University, (Birch & Collins) 296 
COLIC 
fact, fantasy, fiction, (Smith) 469 
COLON 
diverticulitis, surgical management, (Cenac) 211 
diverticulosis and diverticulitis, (Browne & others) 425 
volvulus sigmoid, (Levin) 116 
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COMMUNITY 
interest should be taken by physicians, (Gundersen) 237 
responsibility, aging, 476 
CONGENITAL, defects: See under organ, region,’or struc- 
ture affected 
CORONARY: See Arteries, coronary 
CORTICOSTEROID HORMONES 
therapy, disseminated lupus erythematosus and rheuma- 
toi arthritis, with methylprednisolone (Medrol), 
(McMahon & Gordon) 201 
therapy, shock, indications for use, (Brown) 327 
COUNCIL ON FOODS AND NUTRITION OF AMA 
summary of current thought on vitamins, 70-Ed. 
CYST 
round ligament, apipete of the canal of Nuck, report of 
case, (Kapsinow) 2 
CYTOMEGALIC INCLUSION DISEASE: See Cells 


D 
DBI: See Phenylethyldiguanide 
DEAFNESS 
ope methods for testing and evaluating in office, 
Srenegemery) 132 
DELINQUENCY 
juvenile, medical aspects, (Thilbury & Grulee) 120 
DEPRESSIVE REACTION 
treatment, and the general practitioner, (Usdin) 262 
DERMATOLOGY: See also Skin; under names of specific 
skin diseases 
griseofluvin, 20th century wonder drug, (Gaethe) 302 
DIABETES MELLITUS 
treatment, present situation, 404-Ed. 
vulvovaginitis, most common problem at Vulvar Clinic, 
Tulane University, (Birch & Collins) 296 
—_ (Chlorpropamide): See Sulfonylureas 
adequate, and need for vitamins, 70-Ed. 
ay ny my 
n Louisiana in 1958, (Bruce & Caraway) 162 
DIVERTICULITIS AND DIVERTICULOSIS: See Colon 
DRUGS: See also under names of specific drugs 
addiction, narcotic addicts and the control of narcotic 
traffic, 363-Ed. 
tranquilizers, (Phelps) 149 
DUODENUM 
Ulcer: See Peptic Ulcer 


ELBOW 
“out of window” injuries; follow-up studies of 50 cases, 
(Reith) 220 
EMPLOYEES; EMPLOYMENT: See Industrial Health 
ENTEROBIUS VERMICULARIS INFECTION: See Oxyuria- 


ESOPHAGUS 
achalasia, nature of, (Barborka) 156 
varices, hemorrhage, management, (Stander & Cacioppo) 


387 

— CIRCULATION: See Oxygenator- 
um 

EXTREMITIES 


perfusion with antibiotics; new treatment{for osteomye- 
litis, (Ryan & others) 113 
ES 


Disease: See also Cataract 
surgery for retinal detachment, some recent advance- 
ments, (Schoel & Clark) 137 
F 
FAMILIES 
low income, with children having special medical needs, 
financial aid for, (Hailey & Martin) 98 
FERTILITY: See Sterility 
FIBROSIS 
pulmonary, lung biopsy for obscure lesions, (Craighead) 
256 


FOOD 
a 7, 5. aa for good diet and need for vita- 
70-Ed, 
FORANT BILL 
another, HR 4700 —creeping socialism, 104-Ed. 
FRACTURES 
causes of trouble in management, (Loomis) 126 
elbow out of window injuries; follow-up study of 50 cases, 
(Reith) 220 
treatment, hip joint prosthesis; sovereign remedy or 
profilgate tool, (Wickstrom & others) 51 
FREEDOM 
Americans indifferent to that which they possess, (Gun- 
dersen) 237 
GALLBLADDER 
surgery of, and nite ducts, (Colcock) 41 
GAMMA GLOBULIN 
from immune equine serum, resulting from immuniza- 
tion with Salk virus vaccine, (Fasting) 359 
GASTROINTESTINAL TRACT 
hemorrhage, spnngeens, a reappraisal, (Stander & 
Cacioppo) 38 
GENERAL PRACTITIONER 
—_ treatment of depressive reactions, (Usdin) 262 
3 in psychiatry, (Watters) 64 
ora ics: See Old Age 


oxic, sur ai (Becker & others) 379 
GRISEOFU 
twentieth --~ wonder drug of dermatology, (Gaethe) 
302 
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H 
HEALTH 
Insurance: See Insurance 
International Health and Medical Research Act, or ‘‘Health 
or Peace’”’ act; we should oppose S. J. Res. 41, 311-Ed. 
ublic, demands eradication of tuberculosis, (Jacobs) 123 
HEARING: See also Ear 
tests for detecting and differentiating impairment, with 
evaluation of the patient’s needs, (Montgomery) 132 
HEART 
disease, acquired, surgical treatment using extracorporeal 
circulation, (Creech & others) 319 
disease, remediable, recognition of, (Muslow) 215 
disease, underlying paroxysmal ventricular tachycardia, 
(Deming) 335 
fistula between aorta and right ventricle, 2 cases, closed 
under direct vision using extracorporeal circulation, 
(Creech & others) 319 
Mechanical: See Oxygenator-pump (mechanical heart) 
Surgery: See also Aortic Valve; Mitral Valve 
HELMINTHIASIS 
intestinal, treatment, (Swartzwelder) 394 
HEMORRHAGE: See also under names of diseases, regions 
and organs 
upper gastrointestinal tract; management, a reappraisal 
(Stander & Cacioppo) 387 
HEREDITY 
wo spherocytosis, report of 3 cases, (Meier) 472 


joint prosthesis; sovereign remedy or profligate tool, 
(Wickstrom & others) 51 

HISTORY OF MEDICINE: See Medicine, history 
HOOKWORM INFECTION: See Ancylostomiasis, intestinal 
HORMONES 

— y, pregnancy in previously infertile patients, (Deck- 

Wilson) 246 

HOSPITALS 


insurance, voluntary to combat provisions of Forand bill, 


04-Ed. 

HYDATIDIFORM MOLE: See Uterus 
HYDROCELE 

canal of Nuck; report of case, (Kapsinow) 25 
HYPERTENSION: See Blood Pressure, High 
HYPERTHROIDISM: See also Goiter 

surgery for, evaluation of results, (Becker & others) 379 

thyrotoxic heart disease, (Muslow) 215 
HYPOTHYROIDISM 

as cause of heart disease, (Muslow) 215 
HYSTERECTOMY: See Uterus, surgery 


I 
IMAGINATION 
all compact, (Clark) 27 
IMMUNIZATION 
diphtheria, program recommended by Louisiana State 
ard of Health, (Bruce & Caraway) 162 
poliomyelitis, 35-Ed. 
~~ program in Louisiana, (Freedman & others) 


tetanus, program and mass education, 182-Ed. 
tetanus, program for mass immunization by Orleans 
Parish Medical Society, (Houston & others) 241 
INCOME 
low, financial aid by Louisiana Department of Welfare to 
ow se having children with special medical needs, 
ailey & Martin) 98 
INDUSTR AL HEALTH 
examination, preplacement of functional ability of work- 
man’s low back, and functional and structural stresses 
that the employee will be subjected to, (Crookshank & 
Warshaw) 267 
INFANTS: See also Children; Infants, Newborn; Pediatrics; 
under names of specific diseases 
mortality, and the local physician, (Strange) 167 
INFANTS, NEWBORN 
cytomegalic inclusion disease; another cause of neonatal 
jaundice, (Sanders & van Gelder) 21 
fact, fantasy, and fiction of colic, (Smith) 469 
mortality, causes of, and role of local physician, (Strange) 


167 
INFARCTION: See Myocardium 
INFERTILITY: See Sterility 
INJURIES: See also Fractures; Trauma; and under organ, 
region or structure affecte: 
elbow out of the window; follow-up study of 50 cases, 
(Reith) 220 
INSURANCE 
health, promotion of voluntary insurance plans as op- 
posed to provisions of Forand bill, 104-Ed. 
health, medical care plans, prepaid: is there conflict with 
free choice of physician 141-Ed. 
INTESTINES 
helminthiasis, treatment, (Swartzwelder) 394 
IODINE AND IODINE COMPOUNDS 
radioactive, question of its use versus thyroidectomy, 
(Becker & others) 379 
IPRONIAZID 
therapy, depressive reactions, (Usdin) 262 
IRRADIATION: See Roentgen Therapy 
ISCHEMIA 
acute focal, cerebral, treatment, (Kirgis & Llewellyn) 94 
ISOLATION 
perfusion technique, with antibiotics, new treatment for 
osteomyelitis, (Ryan & others) 113 


487 








SUBJECT IN 


ISONIAZID 
pyrazinamide treated tuberculous patients; a five year 
follow-up, (Campagna & Jacobs) 411 
ISOTOPES: See lodine, radioactive 
IVALON 
plugs, patches, etc., in reconstruction of heart defects, 
(Creech & others) 319 


JAUNDICE 
neonatal, etiology, cytomegalic inclusion disease, (Sandere 
& van Gelder) 21 - 


KIDNEYS 
disease, ‘‘artificial nephron’”’ and researches into the anuria 
syndrome,”’ and cause of some uremias, (Peters) 417 


L 
LABOR: See also Infants, New born; Pregnancy 
elective induction; comparison with spontaneous, (Schep- 
pegrell) 128 
LAWS AND LEGISLATION 
**Health for Peace Act’’ (S. J. Res. 41) should be opposed, 
311-Ed. 
LQUISIANA 
diphtheria; increase in 1958, (Bruce & Caraway) 162 
present status of poliomyelitis, with statistical study, 
(Freedman & others) 342 
prevalence of tetanus in, and in the eleven southern 
states, (Houston & others) 241 
tetanus endemic in, 182-Ed. 
LOUISIANA STATE BOARD OF HEALTH 
immunization program, and statistical analysis of epi- 
demiology of poliomyelitis in Louisiana, (Freedman & 
others) 342 
immunization program for diphtheria, (Bruce & Cara- 


way) 162 
LOUISIANA STATE DEPARTMENT OF PUBLIC WELFARE 
financial aid for low income families with children having 
special medical needs, (Hailey & Martin) 98 
LOUISIANA STATE MEDICAL SOCIETY 
officers for the coming year, (1959-1960), 228-Ed. 
LUNGS: See also Tuberculosis of Lung 
biopsy for obscure pulmonary eckaoun ( Craighead) 256 
LUPUS ERYTHEMATOSUS 
disseminated, therapy with methylprednisolone, (McMah- 
on & Gordon) 201 


M 

MALIGNANCIES: See Cancer, Tumors, malignant 
MARSILID: See Iproniazid 
MASTECTOMY 

radial versus simple, plus irradiation, (Abramson) 193 
MEDICAL CARE: See Medical Service 
MEDICAL NEWS 

39, 74, 108, 146, 186, 235, 276, 315, 366, 407, 444, 


479 
MEDICAL SERVICE 
care for those over 65 to be provided in Forand bill, 104-Ed. 
financial aid for low income families with children having 
special medical needs, by Louisiana State Department of 
Public Welfare, (Hailey & Martin) 98 
report of Commission on Medical Care Plans, and free 
choice of physician, 141-Ed 
MEDICINE 
history of Cancer Detection Clinics, (Schenthal) 432 
history of hysterectomy, (Word) 371 
MEDICINE AND THE LAW 
fracture<, legal troubles in management of, (Loomis) 126 
legal issues in elective induction of labor, (Scheppergell) 
28 


1 
MEDICOLEGAL: See Medicine aud the Law above 
MEDROL: See Methylprednisolone 
MENTAL DISORDERS 
depressive reactions, and their treatment by the general 
practitioner, (Usdin) 262 
use of tranquilizers, (Phelps) 149 
vesprin in treatment, (O’Brien & Anderson) 16 
MEPROBAMATE 
arine, quieting effect on psychotic patients, (Frain) 308 
ME" HYLPREDNISOLONE 
therapy, disseminated lupus erythematosus and rheuma- 
toid arthritis, (McMahon & Gordon) 20 
MITRAL VALVE 
stenosis, usually treated by closed digital commissuro- 
tomy, but may have to employ open technic with cardio- 
pulmonary bypass, (Creech & others) 319 
MORTALITY 
high in surgical management of upper gastrointestinal 
tract hemorrhage, (Stander & Cacioppo) 387 
hysterectomy, reduced almost 100 per cent, (Word) 371 
infant, and the local physician, (Strange) 167 
neonatal, in cesarean section with total hysterectomy, 
(Schneider & Tyrone) 456 
MYOCARDIUM 
infarction, literature reviewed on incidence with preg- 
nancy, (Holoubek & others) 447 


N 
NARCOTIC ADDICTION: See Narcotics 
NARCOTICS 
addicts and the control of narcotic traffic, 363-Ed. 
NEPHROSIS: See Kidneys 
NERVES 
brachial plexus, benign encapsulated neurilemmoma 
(Schwanoma), (Kapsinow) 306 
ganglion cells of Auerbach’s plexus, degeneration found 
in achalasia, (Baborka) 156 
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NERVOUS SYSTEM 
ase, neuromyasthenia, epidemic, 440-Ed. 


dise 
NEURILEMMOMA: See Sch 


wannoma 
NEUROMYASTHENIA 

epidemic, 440-Ed. 
NEWBORN: See Infants, Newborn 


NOSE: See also Otorhinolaryngology 
abnormalities, anatomic, correction in management of 
the allergic child, (Anderson) 224 
nasal decongestant, new, topical, (Otrivin), (Jacques & 
Fuchs) 384 
NYSTATIN 
prophylactic use, plus tetracycline and glucosamine 
(cosa-tetrastatin) in emergency abdominal and gastro- 
intestinal surgery, (Thian & Kahle) 49 


Oo 
OLD AGE 
cancer of the skin, prophylactic planing of aged patients, 
(Burks) 169 


aging ~a community responsibility, 476-Ed. 
group with chronic mental illness treated with triflupro- 
mazine, Vom rin), (O’Brien & Anderson) 16 
ONLY OUR B EST 
oor: of ray Gunnar Gundersen, President of the 
M. A., at the 79th Annual Meeting of the Louisiana 
te Medical Society, May 4, 1959, 238 
ORGANIZATION SECTION 
37, 72, 106, 144, 184, 230, 273, 313, 365, 406, 443, 
477 


ORINASE (tolbutamide): See Sulfonylureas 
ORLEANS PARISH MEDICAL SOCIETY 

mass education and immunization program against teta- 
nus, 182-Ed. 

“Suggested Guide’’ put out by Committee on Tetanus of 
the OPMS and Committee on Trauma of the Louisiana 
Chapter of the American College of Surgeons, 241 

OSTEOMYELITIS 

treatment, extremity perfusion with antibiotics, (Ryan & 

others) 113 
OSTEOPATHY 

relations of physicians and osteopaths, action of the 

AMA, 271-Ed. 
OTITIS MEDIA 


secretory, occurs more often in allergic child, (Anderson 


22 
OTOLARYNGOLOGY: See Otorhinolaryngology 
OTORHINOLARYNGOLOGY 


management of the allergic child, (Anderson) 224 
Otrivin, new topical nasal decongesiant, (Jacques & Fuchs 


384 
OXYGENATOR PUMP (mechanical heart 
extracorporeal circulation, use in surgical treatment of 
acquired heart disease, (Creech & others) 319 
OXYURIASIS 


infection, treatment, (Swartzwelder) 394 


P 
PANCREATITIS 
treatment, medical or surgical (Mahorner) 1 
PATIENTS: See also Surgery: under names of specific dis- 
eases 
infertile, pregnancy in, (Decker & Wilson) 246 
should be treated as individuals, (Gundersen) 237 
tuberculous, pyrazinamide-isoniazid treated; a five year 
follow-up, (Compagna & Jacobs) 411 
PEACE 
Health, Act, or International Health and Medical Re- 
search Act, S. J. Res. 41, should be opposed, 31 1-Ed. 
PEDIATRICS: See also Children; Infants 
colic, fact, fantasy, and fiction, (Smith) 469 
report to American Academy of Pediatrics by the Louisi- 
ana Committee on Juvenile Delinquency, (Tilbury & 
Grulee) 120 
PEPTIC ULCER 
current status of surgical treatment for peptic ulcer, 
(Judd) 281 
duodenal, current or changing concepts in anticholinergic 
therapy (McHardy & others) 290 
hemorrhage, management, of upper gastrointestinal 
tract, (Stander & Cacioppo) 387 
PERFUSION- isolation technique 
new treatment for osteomyelitis, (Ryan & others) 113 
PERICARDITIS 
constrictive, recognition of remediable heart disease, 
(Muslow) 215 
PHENYLETHYLDIGUANIDE 
treatment of diabetes, 404-Ed. 
PHYSICIANS 
family, must be tuberculosis conscious, (Jacobs) 123 
free choice of, and report of the Commission on Medical 
Care plans, 141-Ed. 
local, and infant deaths, (Strange) 167 
nonpsychiatric, and the treatment of depressive reactions, 
(Usdin) 262 
relations of, and osteopaths, 271-Ed. 
PICKWICKIAN SYNDROME 
recognition of remediable heart disease, Muslow) 215 
PINWORM Infection: See Oxyuriasis 
PLANING 
prophylactic, of the aged patient for cancer of the skin, 
(Burks) 169 
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POLIOMYELITIS 
immunization program, 35-Ed. 
polio-like disease, epidemic nueromyasthenia. 440-Ed. 
present status in Loui (Fr & others) 342 
serum, antipoliomyelitis, prospects for a therapeutically 
effective, (Fasting) 359 
PREGNANCY: See also Labor 
cesarean section with total hysterectomy, indications and 
results, (Schneider & Tyrone) 456 
coronary d by, review of literature and 
ae of two cases, (Holoubek & others) 447 
viously infertile patients, (Decker & Wilson) 246 
_— complications and sequelae of hydatidiform mole, 
aw = & Reiner) 461 
PROMAZINE HYDROCHLORIDE 
-meprobamate, quieting effect on psychotic patients, 
(Frain) 308 
PROSTATISM 
treatment, conservative and surgical, causes, symptoms, 
(Vildibill) 251 
PROSTHESIS 
hip joint, sovereign remedy or profligate tool, (Wick- 
strom & others) 51 
PROTEIN 











pr y alveolar, (Craighead) 256 
PROZINE: Sco Promenine-mepgechamete 
PSITTACOSIS 
ulmonary lesions, obscure, biopsy for, (Craighead) 256 
PSYCHIAT TRY 
general practitioner, role in yy health, (Watters) 64 
influence on literature, (Clark) 2 
psychotic patients, the quieting ileum of meprobamate- 
sparine, (Frain) 308 
PUBLIC HEALTH: See Health, Public 
PUBLIC RELATIONS 
pee ete relationship affected by free choice of 
sician, 141- 
puta y 3 See Lungs 
See Oxygenator Pump 
PYRAZINAMIDE 
-isoniazid treated tuberculous patients; a five year follow- 
up, (Compagna & Jacobs) 411 


R 
gr ay tg 
one: Haw lodine, radioactive 
RAUDIX See Rauwolfia serpentina 
RAUWOLFIA SERPENTINA (alseroxylon; rauwolfia; reser- 
pine) 
treatment of hypertension, long term, with Raudixin 
use of serpasil in anxiety, in office patients, (Phelps) 149 
RENAL: See Kidneys 
RESEARCH 
medical, ‘‘International Health and Medical Research 
Act,”’ S. F. Res. 41, should be opposed, 31 1-Ed. 
RESPIRATORY SYSTEM: See also Bronchus; Lungs 
upper, infections, use new vasoconstrictor, Otrivin, as 
a nasal decongestant, (Jacques & Fuchs) 384 
upper, allergy, combined otolaryngologic and allergic 
treatment, (Anderson) 224 
RETINA 
detachment, recent advancements in the surgery of, 
(Schoel & Clark) 137 
RETIREMENT 
ae > factor to dislocation of relationships in aging, 


RINGWORM 
oral treatment with griseofulvin, (Gaethe) 302 
ROENTGEN RAYS Sarde 


4 prep 
(Crookshank & Warshaw) 267 
diagnosis, x-ray findings indicative of diverticulitis of the 
colon, (Browne & others) 425 
Irradiation: See Roentgen Therapy 
ROENTGEN THERAPY 
thyroid, surgery versus irradiation, (Becker & others) 379 
x-irradiation and simple mastectomy for cure of breast 
cancer, (Abramson) 193 





spine x-rays in workmen, 


Ss 
SALK VACCINE: See Poliomyelitis 
SARCOMA 
ulmonary, lung biops fer atone t i , (Craighead) 256 
HIZOPHRENIC REACTION 
treatment, using Caan _ (O’Brien & 
Anderson) 16 


SCHWANNOM A 








ted neuril of brachial plexus, 
report of a case, (Kapsinow) 306 
SEROTONIN (5-hydroxytryptamine) 
in urine, test for carcinoid, (Harris) 8 
SERUM 
ao prospects for a therapeutically effective, 
roduction in horse with Salk vaccine, (Fasting) 359 
SERPA IL: See Rauwolfia serpentina 
SHOCK 


traumatic and surgical, (Brown) 327 
IN: also Dermatology 
cone prophylactic planing of the aged patient, (Burks) 


SOCIAL SECURITY 
Forand Bill: See Forand Bill 
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SOCIALISM 
creeping by introduction of another Forand bill, 104-Ed. 
movement towards, by enactment of International 
Health and Medical Research Act, S. J. Res. 41, 311-Ed. 
SPARINE: See Promazine 
SPEECH 
audiometry, in tests of hearing, (Montgomery) 132 
SPHEROCYTOSIS 
hereditary, report of 3 cases in one family, (Meier) 472 
SPHINCTER MUSCLES 
di’s, stenosis producing severe biliary tract symptoms, 
(Colcock) 44 
PINE 


lumbar, in the workman, preplacement evaluation of 
functional ability of low back, (Crookshank & War- 
shaw) 
STERILITY 
pregnancy in previously infertile patients, (Decker & 
ilson) 2 
STEROIDS: See also Corticosteroid Hormones; and under 
names of specific steroids 
therapy, injudicious, of asthma, (Ogden & Fuchs) 175 
STOMACH 
achalasia, nature of, (Barborka) 156 
Ulcer: See Peptic Ulcer 


STROKES: See Brain 
pp bees te meee 
ntestinal, treatment, (Swartzwelder) 394 
SULFONYLUREAS (chlorpropamide, tolbutamide) 
chlorpropamide (Diabinase) and tolbutamide (Orinase) in 
present treatment of diabetes, 404-Ed. 


SURGERY: See also under specific diseases, organs and 
operations 
cataract, operative technique, (Breffeilh) 437 
diverticulitis of the colon, (Cenac) 211 
diverticulitis of the colon, indications, (Browne & others) 


25 

gallbladder and bile ducts, (Colcock) 41 

hyperthyroidism, (Becker ‘% others) 379 

peptic ulcer, (duodenal, gastric, + eed current 
status, surgical treatment, (Judd) 281 

postoperative use of cosa-tetrastatin in emergency abdom- 
inal and gastrointestinal surgery, (Thian t Kahle) 49 

reconstructive procedures for cerebrovascular insuffi- 
ciency, (DeCamp & Ochsher) 85 « 

retinal detachment, some recent advancements in, (Schoel_ 
& Clark) 137 

upper gastrointestinal tract hemorrhage, conservative 
management or surgery (Stander & Cacioppo) 387 

vulvectomy, 128 patients of Vulvar Clinic received surgery 





or malig t and benign di , (Birch & Collins) 296 
= 
TACHYCARDIA 
paroxysmal ventricular, (Deming) 335 
TAPEWORM 


treatment, (Swartzwelder) 394 
x 


increases if International Health and Medical Research 
Act is enacted, 311-Ed. 
TETANUS 
immunization and education program, 182-Ed. 
oblem in the south, (Houston & others) 241 
TETRACYCLIN NE 
treatment, plus glucosamine and nystatin (Cosa-tetra- 
statin) in emergency abdominal and gastrointestinal 
surgery, (Thian & Kahle) 49 


THERAPY 
anticholinergic, current or changing pts, (McHardy 
& others) 290 
asthma, (Ogden & Fuchs) 175 
prophylactic use ol tentiated antibiotics 
in emer. yu abdominal and gastrointestinal surgery, 
(Thian & Kahle) 
prostatism, pe ok ae conservative, (Vildibill) 251 
THYROID: See also Goiter; Thyroiditis 
surgery for hyperthyroidism, (Becker & others) 379 
THYROIDITIS 
use of drugs di inting, (Becker & others) 379 
THYROTOXICOSIS: See Goiter, toxic 
TOLBUTAMIDE: See Sulfonylureas 
TONSILLECTOMY 
and adenoidectomy in allergic child, (Anderson) 224 
TRANQUILIZING DRUGS: See also under name of spe- 
cific drugs 
why and which tranquilizer (Phelps) 149 
TRANSFUSIONS: See Blood Transfusion 
TRAUMA: See also Injuries; under name of specific dis- 
ease and of organ, region, or structure affected 
mechanism, treatment, (Brown) 327 
TRICHURIASIS 
intestinal, treatment, (Swartzwelder) 394 
TRIFLUPROMAZINE HYDROCHLORIDE 
vesprin in the treatment of chronic mental illness, 
(O’Brien & Anderson) 16 
TUBERCULOSIS OF LUNG outuemasy tuberculosis) 
ity probl (Jacobs) 12 
pyrazinamiide-isoniazid treated Tetecentiuons patients; a 
five year follow-up, (Campagna & Jacobs) 411 
TULANE UNIVERSITY 
Cancer Detection Clinic, (Schenthal) 432 
Vulvar Clinic, (Birch & Collins) 296 














489 





SUBJECT INDEX — VOL. 111 


TUMORS: See also under names of specific organs and 
types of tumors 
malignant, breast, factors influencing prognosis and ex- 
tent of treatment, (Abramson) 193 
neurilemmoma, (schwannoma), benign encapsulated, of 
the brachial plexus, report of case, (Kapsinow) 306 


. U 
UREMIA 
new explanation of the cause and probably the best way 
of treatment, (Peters) 417 
URINE 
suppression, anuria syndrome, researches into, and con- 
clusions as to etiology and treatment, (Peters) 417 
UTERUS 
hydatidiform mole, complications and sequelae, (Dough- 
erty & Reiner) 461 
surgery, cesarean (Schneider & 
Tyrone) 456 
surgery, hysterectomy, conservative, complications inci- 
dental to, (Word) 371 


total hysterectomy, 


v 
VACCINE 
Salk: See Poliomyelitis 


VASCULAR: See Blood Vessels 


VASOCONSTRICTORS 


in traumatic and surgical shock, (Brown) 327 


Otrivin, new topical nasal decongestant, (Jacques & Fuchs 


3 
VESPRIN: See Triflupromazine 


VITAMINS 
value and use, 70-Ec. 
VOLVULUS 


sigmoid colon, (Levin) 116 


VULVA 


lesions, benign and malignant, Vulvar Clinic, Tulane 


University, (Birch & Collins) 296 


VULVITIS: 
VULVOVAGINITIS 


diabetic, most common problem in Vulvar Clinic at Tu- 


See Vulvovaginitis 


lane, (Birch & Collins) 296 


WINDOW 


elbow out of window 


injuries 


Ww 


follow-up study of 50 cases, (Reith) 220 


WOMAN’S AUXILIARY 
40, 147, 


191 
WORK; WORKMEN: See Industrial Health 


x 


X-RAYS: See Roentgen Rays 
X-RAY IRRADIATION: See Roentgen Therapy 
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